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EXECUTIVESUMMARY

Multiple and unprecedented combat casualty cargrovements have occurred withthe U.S. military during

the recent conflicts in Iraq and Afghanistan. Military medical personnel are proud of this achievement and
commanders and Service members now depend on and expect these capabilities to contintree fi¥st time

in U.S. history, the military has codified trauma and combat casualty care as outlined and mandated by
Department of Defense Instruction (DoDI) 6040.Jaint Trauma System (JT&ted 28 Se2016' and Setion

707 of theNational Defense Authorization Act (NDAA) 28Hawever, the existence of thimlicy and law do

not guarantee universal and comprehensive propagation of-pesttice trauma concepts and capabilities at
the individual, unit, and system level. Given the diversity gildged units within and acrossilifary Services;

the lack of standardization of medical training, equipment, and standard operating procedures; the variability
between Active Duty, Reserve, and Matl Guard units; the nedoctrinal and aehoc changes in Role 2

forward surgical and resuscitative care; and the absence of individual and unit validation for trauma care
delivery; there exists a potential not only for trauma care delivery heterogebeitylso decreased compliance
with evidencebased bespractice guidelines as providdyy the Department of Defense JTS. Challenges remain
with respect to the complete integration and implementation of JTS clinical practice guidelines*(@P&s)

the entire deployed force. Through mandate and enforcement, medical aneeatical leadership are the key
to overcoming these challenges; however, a full and unconditional commitment to this issue is required.

DoDI 6040.4directed the development and integration of Combatant Command Trauma Systems (CTS)
modeled after the U.S. Central Command (CENTCOM) Joint Theater Trauma System (JTTS) which was deployed
from 2004 to 2014. TheENTCONITTS advised, assisted, and educatguayed teams; encouraged quality
and consistent trauma care delivery through compliance with standards and evitbaseel bespractice CPGs;
and established a performance improveméBRt)cycle through data collection, data analysis, and a Joint
TheaterTrauma Registry (JTTR). The JTTS team worked directly for the CENTCOM Surgeon. During the
drawdownof combatdeployed forcesn 2014, the JTTS was disbanded resulting in inconsistent coordination
and synchronization of trauma systems to inclitlefforts. However, despite this degradation in organized
structure and leadershighere has been an increased penetrance of prehospital training and Role 1 standards
as established through JTS Tactical Combat Ggastale (TCCC) Guidelidednit-level training and subsequent
trauma care delivery in accordance with JTS TCCC Guidelines can be in part attributed to medical and non
YSRAOLE tSFRSNAKALI YFEYRIGS YR SyF2NDSYSyd 28 GKS H
| 2 dzNE t 2 AiDantkipatich oftieéwlly revised DoDI 1322. Medical Readiness Training (MRT)
dated16 Mar2018; which optimizes prehospital medical readiness training by promoting univEasdical
Comiat Casualty Card CClXraining, certification,and proficiency. Central Command Regulation (CGR) 40
Clinical Operations Programated 6 Mar 201 ?formalizzd the CTSor the CENTCOM theateOne of the
initiativesof the theater trauma system was to have a Trauma Medical Director to absorb some of the functions
of the previously deployed JTTS Director. The U.S. AirRdrcgé dzi At AT SR | @stilregidhal /T | 1
trauma medical directoover the last 7 garsat Craig Joint Theater Hospit&8agram Airfield (BAF) in
Afghanistan. The U.S. Army recently adopted this model when it reestablished the Role 3 Combat Support
Hospital at the Baghdad Diplomatic Support Center (BDSC) in Irag. As a holistic tlaeater dystem
assessment has not occurred since 2014, a teameaafical leaderérom the JTS in San Antonio, Texas, and
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CENTCOM in Tampa, Florida, conducted a trauma assessment of Operation Inherent Resol{@IRl) g
Syria(OIRS)and Operaton FE R2 Y Qa { SYyGAy St ohcCc{0 Ay ! FAKIyAaldly F

Using standard military convention outlined by Chairman of the Joint Chiefs of Staff Instruction (CJCSI)
3170.01, majofindings andecommendations from this most recent trauma assesstiage organized in the
tables below according to Doctrine, Organization, Training, Materiel, Leadership and Education, Personnel,
Facilities and Policy (DOTMEPFanalysis format as defined in the Joint Capabilities Integration Development
System (JCIDB)ocess:® As an initial step in a functional solutions analysis, these nfi@jdings and
recommendations intend to consider capability gaps and solutions that have potential to influencentext
of strategic direction, requirements, and acquisition for CENTCOM forces, as well as the total U.S. military force.
An Office of Primary Responsibility (OPR) has been designated for each recommerdetisnmmarized
findings and recommendatiorase outlined below

MAJOR FINDINGS

MAJOR FINDINGS

Doctrine

||

A Doctrinal support of TCCC has increased substantially since 2013.
A Medical and normedical leader support of TCCC and the JTS has increased throughout CENTCOM.

A All units indicated that there was leadership support for trauma documentation and getting data into the DoD T
Registry (DoDTR) and that they were aware of the mechanisms.

A Notable were many comments regarding challenges with medical records irefhieyed environment (more detail
dzy RSNJ dal GSNASt ¢0d
Current doctrine supports the requirement for trauma records to get uploaded into the DoDTR; however this co

to be challenging for all units. The most consistent group for documentation \easé¢lical evacuation (MEDEVA
teams who report greater than 90% of their Patient Care Reports (PCRs) getting sent to the JTS.

>

|

Organization
The CTS has replaced the JTTS with designated Trauma Medical Directors intrinsic to the Role 3 facilities.

>

>

Thereis no single medical command in CENTCOM. Responsibility for medical operations and command an
is shared amongst a myriad of organizations resulting in a diffusion of responsibility and inability to effective
problems and make decisions.

There is no standardized and systemic method for medical team replacement.

There is little to no synchronization of the medical effort on bases.

There are gaps in coordination between units allocated to special operations forces (SOF) and conventional
Coordination of patient movement is not standardized, and occurs differently in OF§,80tROIRS.

Patient movement is best coordited when medical evacuation (MEDEVAC) and air evacuation (AE) f
movement functions are consolidated

| >

> [ >

>

p>N

The role and mission of damage control surgery (DCS) teams embedded within Role 3 MTFs needs to be clg
these teams must be trained and egped for the mission.

Training

A Clinical skills exposure for medics is very limited at home station. Barriers to increased clinical practice are
related to multiple noaY SRA Ol f Rdzi A S&-02NMJ WNSIRAOR X vy F dadLi2 Ny Rp
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MAJOR FINDINGS

A Most flight medicsn CENTCOM are now trained to the level of Critical Care Flight Paramedic.
No trauma training specific to nurses is specified in the CENTCOM training requirements.

Predeployment training for surgeons has improved in comparison to previous traumarsgsteessments; howeve
the requirements remain inconsistent between Services and are inconsistently enforced and frequently waive

> [ >

p>N

Residency training may not include any militapecific or CPG training, therefore it is easily possible for s
phystians to deployithout any orientation on CPGand in fact some are not aware of the existence of CPGs

A Many physicians are not current in advanced trauma life support (ATLS).

>

Mission support by surgical teams is in high demaBetter training is need® as well as means to mitigate sk
degradation of highly perishable medical skills.

A Missionspecific training for neurosurgeons, ophthalmologists, and head and neck surgeons is nheeded.

A In-theater skill sustainment training is needed during timeouef clinical operational tempo.

Materiel

A There are multiple issues with medical information systems that must be addressed.

a. A myriad of temporary solutions to deployed electronic health records (EHR) has left a system of-todptieer
patches that lack interoperability and reliability.

b. Personnel are required to duplicate input into multiple systems, or create variousslalcgibns for backup due t
overall unreliability of the EHR.

c. Itis difficult and timeconsuming for medical providers to gain access to deployed health systems, specificall
required to review and document patient care.

d. Deployed computer systesmare not reliable.

A Processes that should be easily amenable to automated solutions, still require information to be gather
submitted to various organizations.

A Medical equipment in theater is a mix of Theater Provided Equipment (TPE) and engaeiguipment. The proces
of maintaining and replacing TPE is not wielffined and varies from site to site. There is no system that monitorg
maintenance and determines lifgycle replacement of TPE.

>

The process of accounting for equipment witkiieater is archaic. Within the current system, unit organic equipm
must be accountable by serial number to the specific unit, while TPE can be exchanged within the patient mg
system. Acountability for a specific device is unnecessary and limé&sbility to maintain equipment and maintai
patients on equipment.
The procedure of closingeaday A 1 Qa / fl &daa +LLL 5h5! 1/ F002dzyid I yR
being on order for more than a year.

Availability ofTCC@ecommended supplies is approximately-80% in Prehospital/Role 1 units.
Low titer type O whole blood (LTOWB) is in high demand due to ease of use and perceived benefits.

>

p>N

>

p>N

Many users of LTOWB are not documenting medical care provided, nor are thegssfully forwarding
documentation to JTS. Tracking outcomes of LTOWB use is a priority.

Leadership and Education

>

Due to the professional officer filler system (PROFIS), Army forward surgical teams (FSTs) have very junior le
no deployment egerience leading surgeons who outrank them significantly in time and experience.

There is no easily accessible, organized after action report (AAR) repository in CENTCOM.
There is no standardized PI at the unit level in theater.

The CENTCOM Trau@gstem is lacking a Trauma Nurse Coordinator (TNC) at the Role 3s.
There is no pra@leployment training in PI.

>

p>N

>

p>N

Unclassified 6
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Personnel

A

The position of deployed CENTCOM Trauma System Director has been assigned to the lead Role 3 trauma
eachtheater.

A

This structure functions adequately during periods of low operational tempo, however the position is limit
assignment within Task Force (TF) MED, daily responsibilities at the Role 3, and lack of adequnatg to allow
trauma directors the time and flexibility to travel to outlying sites.

There is no designated Trauma Nurse Coordinator within the CENTCOM Trauma System.

>

There are many unintended problems relatedtotheP0 & & . 22 (i a 2y foDAByRgsR¥istsLINR H
pre-deployment training and overlap with outgoing team members is minimigedcadditional consequence includs
placing lowranking officers in charge of senior officers.

>

The en route critical care nursing program has prolvigily successful.

There is no career pathway to develop expertigel leadershipn en route nursing care.

> [ >

A

Facilities

DCR teams have been improvised ad hoc in theater. There is no formal training or doctrine to support this
and as such no logistical satmission capability expectations exist.

The lack of an accepted medical facility standard in CENTCOM causes confusion and concern for medical
accustomed to stateside standards.

A

Role 3 facilities are increasingly attempting to apply U.S. standards to deployed operating room facilities.
resulted in mission shutdown in both Kuwait and Qatar, with a halt on elective andedective surgeries withir
CENTCOM.

A

History andrecent experience has shown thable 3facilities are not shorterm commitments.

A

A

Policy

Role 2 and 3 facilities are set up differently at every location, with new and unique challenges at each site.

¢t KS aD2f RSV has érigeNthe fod@airdid€pibbyment of numerous ndoctrinal minimalist surgical team
to support the goal of reaching a surgical capability within 1 hour. However, multiple challenges with asses
LISNF2NXIyOS 2F GKSa$S oms haveildita yoidzikhowladydiis regardA8hé ditcdme
patients treated by such teams.

There is a lack of clinical oversight and participation in performance improvement tracking for some Role 2
teams.

The CENTCOM theater entry trainmegiuirements do not meet all J¥8&commended training and the policy shouy
be updated.

A Itis CENTCOM policy as well as standard of care for all medical caregivers worldwide to document care
however, there is currently no means of enforcingstpolicy.

A U.S. Special Operations Command (SOCOM) documentation policies do not require submission of medical re
many cases only classified AARs are created.

A Adherence to performance improvement policies and trending compliance with CPGoretiargical teams to subm
medical records to JTS.

A Many units are not aware of the CENTCOM trauma naming policy. This results in one patient having multiple
multiple patients having the same name so that even if records are received;dahegt be matched to one individua

A There is a lot of confusion about the indications to administer tranexamic acid (TXA).

Unclassified 7
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Domain and Recommendation

Dooie o
1. Strengthen support for accurate and timely collectiomedical data into the DoDTR throug CENTCOM SG
doctrine, materiel capabilities, and ongoing assessment of compliance with establ
COCOM policies.
2. Improve cooperation between the Joint Force Surgeon (JFS), CENTCOM Surgeon, a| CENTCOM SG
regard todoctrine development.
a. Maintain a trauma clinical specialist at JFS office as liaison to the JTS and COCOM
systems(OPR JFS)
b. Increase trauma clinician and trauma system specialist involvement in CENTCOM 1
planning.(OPR CENTCOM,SICR J7S
c. JTS review of CENTCOM theatsrtry medical training requirement§OPR CENTCO
SG, OCR JTS)
d. Increase assessment of compliance with established policies, particularly:
i. Theaterentry medical training requirement§OPR CENTCOM SG)
ii. Medical documentation andvailability to DoDTRS (OPR CENTCOM SG)
3. Update Joint Publication (JRP2 to provide an accurate common definition and architect{ JFS
of Role 2 medical units.
a wSO2YYSYR FR2LJiAYy3 w2fS u &l NBIF  adz]
C{¢kCw{¢z 9a!z !{a/0 YR w2fS H aYAas
D{¢Z DIh{¢z SGO0 RSaAa3aySR (2 SEGSYR ¢
b. Clarify Role 2 definition tdnclude the three subcategories of Role 2: (1) lif
maneuver/mission support, (2) area support with limited capability, and (3) area suj
with enhanced capability.
4. Update medical evacuation (MEDEVAC) doctrine (Army Techniques PublicGgd)?4o | U.S. ARMY Combined

Organization
5.

support two medic manning of designated MEDEVAC platforms; train and man
accordingly.

Support Joint Requirements Oversight Council (JR@@prandum 12517, Forward
Resuscitative Care in Support of Dispersed Operations DOTRCR&nge
Recommendation by Joint Force Surgébn

Arms Center and
AMEDDC&S

JFS

Consolidate command and control of-t&rvice medical elements and defir@es of
responsibility.

a. Clarify Chain of Responsibility for all Role 2 elements in CENTCOM, patrticular,
regard to logistic support.

b. Designate regional trauma medical director (TMD) for each theater (OFS and
mandate predeployment trauma systerraining with the JTS for this position and
empower this position with CENTCOM authority to oversee all trauma care in
theater.

c. Support TMD in each theater with appropriate support staff: TNC and
administrative support element.

CENTCOM SG

7.

Create a formalrauma system praleployment course.

JTS

8.

Build a CENTCOM integrated medical planning cell to synchronize efforts and optimiz¢

CENTCOM SG, SOCQO

medical coverage between SOF and conventional forces.

SG

Unclassified
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Domain and Recommendation

9. Mandate base operational support and integration (Bi#®ayor cell/base leadershipto | CENTCOMDR
develop a Senior Medical Council on each compound to coordinate medical efforts, en
on-base emergency response plan, and prevent gaps in provider coverage.

10. Consolidate intraheater fixed and rotary wing patient movement coordinators into a sin CENTCOM CDR
location and ensure that cross communication occurs to assign the most efficient
evacuation platform, particularly for intrtheater transfer missions.

a. Ensurea single point of contact to initiate all patient movements from any location.

11. CENTCOM surgeon and regional trauma medical directors verifgsmemergency CENTCOM SG
response plans and mass casualty (MASCAL) plans for all forward bases and ehsure {
such plans are rehearsed regularly.

12. Clarify role and mission of damage control surgery (DCS) teams embedded within Ro|] SERVICE SGs
MTFs and ensure teams are trained and equipped for the mission.

I (2 N

13. Establish requirements faraumarelevant clinical practice for medics/corpsmen, nurs| CENTCOM SG
and other medical providers. (set requirements)
a. Fund methods to free up time for increased clinical practice (e.g., civilian contract({ jtg (set training
support nonrcombatrelated duties)(OPR SERVICE SGs) standards)
b. Centralize and facilitate training Memorandum of Agreement (MOA) process for i sERvICE SGs
trauma center rotations and emergency medical service (EMS) traif@iRR SERVIC

(conduct taining)

SGs)
14. JTS establish minimum medical training standards for deployed clinicians: OPR JTS,
a. ATLS training for all physicians at Role 2 and Role 3 facilities. SERVICE SGs

b. Trauma Nursing Core Course (TNCC) or Advanced Trauma Care for Nurses (A
registered nurses (RNedring for trauma patients.

c. EWSC for all trauma and general surgeons.

d. Specialty specific trauma course for surgical-spécialists.

e. TCCC for Medical Providers for all providers, nurses, and medics.

15. Service components reportompliance rates for CENTC@&fuired predeployment| AFCENT, ARCENT,
medical and trauma training to CENTCOM SG quatrterly. NAVCENT

16. Service components continue to work to fully implement TCCC traiAvgDoDI 1322.24 SERVICE SGs
MRT, 16 Map0182
a. CENTCOM report compliance rates for TCCC training (all medical antedmal) to JTS
(OPR CENTCOM SG)

17. Coordinate with the Deputy Assistant Secretary of Defense for Health Readiness Poll CENTCOM SG, JTS
Oversight to develop metrics to ttk CPG working knowledge compliance IAW DoDI 132
MRT2

18. Develop specific training courses, expand existing training courses, and incorporate I| SERVICE SGs
learned into future Role 2 readiness exercises to mmprability to conduct mission suppo
operations outside of established MEDEVAC range rings for surgical arsungacal
resuscitation teamg/OCR JTS)

19. Include JTS CPGs and performance improvement processes in medical Professional| DHA,
Education and Graduate Medical Education programs. SERVICE SGs

20. Develop CPGs, standards, and program of instruction for Prolonged Field Care (PFC).| DHA, JTS

21. Review course enrollment restrictions for reserve units for keydmgloyment coursed SERVICE SGs
(TCC, TCMC, BCT3, JFCTMC, EWSC) and ensure that reserve units that are deployir
the same priority for training as active duty units.

a. Ensure training courses meet demand for training; identify key medical training co
and provide projected trainimneeds annuallfOPR CENTCOM SG)

Unclassified 9
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Domain and Recommendation

22. Review predeployment curricula for existing trauma training courses. DHA, JTS
a. Ensure walking blood bank (WBB) CPGs and standards are established ar
deployment training is conducted for all Rol81

23. JTS update CPG teaching slides and post to website as soon as possible. JTS

24. Services establish career pathways for medics/corpsmen to allow progression from| SERVICES
basic to paramedic to registered nurse, physician assistant, or physician.

25. MTFsprovide better customer service to sponsor medic training and sustainment| DHA,
facilitate MTFs as actual training platforms and allow medics to practice to their full sc¢ SERVICE SGs
training.

26. Improve and increase Chemical BiologRaHiological Nuclear (CBRN) response simulg DHA
training.

27. Deploying physicians, physician assistants, nurses, medics, corpsmen and parares| SERVICE SGs
should be trained in the J¥&pproved TCCC for Medical Personnel course prior to deployi
IAW with the arrent USCENTCOM directive.

28. Committee on Tactical Combat Casualty Care (CoTCCC) review TCCC curriculum f{ JTS
management for medical providers and provide feedback to primary training sites.

I - S

29. Commission a computer systems workgngup, to include the DHA Theater Functional CENTCOM CDR
Working Group and AT&L/JOMt& solicit solutions on interconnectivity and address
common issues across CENTCOM.

29. Replace outdated deployed EHRs with a fiamal and reliable system. DHA J35/Theater
Functional Working
Group

OCR: AT&L/JOMIS

30. Develop simple and reliable system for scanning haritten medical records, such asa | DHA J35/TFWG

secure phone application, to photograph and send images. OCR: ATR/JOMIS
31. Include photo documentation relevant to patient care in the improved deployed EHR. | DHA
OCR: JOMIS

322.5SUSN¥AYS YSGK2R 2F 3ISdGAy3a G(4KS WQCAOBS|CCSG
NZ) permission to use Medical Communications for Cor@batialty Care (MC4) and othe|
computer systems required to document and track care.

33. Develop CENTCOM information sheet for medical personnel describing how to get ac{ CENTCOM SG
and to access past medical histories using Theater Medical Data Store (TM{p8liaation
Virtualization Hosting Environme(AVHE) and streamline the account application proce!
across theater.

34. Update the JTBse of Electronic Documentation CENTCOM BPG&. JTS

35. Mandate medical units (with exemptions as deenmettessary) to bring medical equipmelf CENTCOM SG
into theater, except for Role 3 facilities and medical information systems which are bet
managed in theater.

36. Give coalition partners access to TMDS when using U.S. blood supply and supporting| CENTCOM SG
casudiies.

37. Add blood storage containers (Golden Hour containers and Hemacools or similar) to | MEPD
MEDEVAC medical equipment sets (MES) and expedite implementation of the new
MEDEVAC MES.
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consider updating TCCC tourniquet recommendations as indicated by the available
evidence.

Leadership and Education

52.

AMEDD provide update to CENTCOM SG on future management of PROFIS system,
the future Forward Resuscitative Surgical Team (FRST) leadership.

38. Add frequency modulation (FM) communication to Role 2 and Role 3 capabilities and | CENTCOM SG
establish a process to deliver updated MIST reports en route, chanism of injury, ¢
Injury, & Signs and SymptomsgTTreatment).
39. Implement system alredy in use by Aeromedical Evacuation (AE) to scan and track all | CENTCOM SG
equipment required for patient movement within theater and eliminate individual device
accountability to a specific unit.
40. Develop a solution to have one systems account request forrall medical applications inn CENTCOM SG
theater.
41. Develop a central store of replacement patient resuscitation equipment and a responsi CENTCOM SG
system to deliver replacement equipment when and where it is needed.
42. Establish a logistics processr&view and selectively transfer outstanding logistics order§ CENTCOM SG
from a unit that is redeploying to their replacement unit.
43. Ensure that new CT scanners purchased are at leasli&lscanners. CENTCOM SG
44. Prescreen all deploying military (andeally all civilians) for WBB, to include identification SERVICES
of LTOWB donors, prior to deployment and record results in TMDS.
45. Increase availability of LTOWB through the Armed Services Blood Program (ASBP). | ASBP
a. Expedite transition to citrate phosphate xteose with adenine (CRB) storage solution
for whole blood.
b. Forward position whole blood donor centers in Qatar and Kuwait.
46. Prioritize prehospital medics and austere surgical teams to receive available LTOWB. | CENTCOM SG
47. Ensure trauma cliniciaimput into distribution of limited blood resources. CENTCOM SG
48. Improve data collection, documentation, and tracking of LTOWB use throughout CENT CENTCOM SG
49. Eliminate the medical interior for MEDEVAC aircraft. MEPD
50. Review availability of fentanylzenges, ketamine, and all other medications recommend CENTCOM SG
in TCCC guidelines.
51. CoTCCC undertake a comprehensive review of currently available limb tourniquets an{ JTS

ARMY SG

53.

Create and/or improve awareness of CENTCOMrapdsitory.

a. Create a standard medical unit AAR template and require submission déueitAARSs
to CENTCOM SG for all medical units and use AARS to grow organizational perfor
improvement and leader seléarning.

b. Improve access to and knowledge afsting CENTCOM AARs for deploying leadersl

CENTCOM SG

54.

Work with operational medical units to determine a communication strategy for medica
leaders that outlines CCR requirements and highlights important information required f
continuity (medicatransition checklist).

CENTCOM SG

55.

JTS develop a pieployment Trauma System and Pl training course for Role 3.
a. CENTCOM require at least one TNC and Role 3 trauma medical directors to atte
Pl course.QPR CENTCOM SG)

JTSPHA

56.

Develop a DoDFRasedPI report for CENTCOM and publish monthly, to include prehosj
care and surgical capabilities.

JTS

57.

Develop a path for leadership for trauma professionals that encourages them to comm|
Role 2 and Role 3 MTFs.

SERVICES

Unclassified
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58. Add an additional senior trauma surgeon as the CENTCOM trauma medical director aj CENTCOM SG
senior TNC to support the COCOM Trauma System. Provide trauma system educatio] OCR: JTS
assigned personnel prior to deployment.

59. Reassess implementation ®3-day boots on ground (BOG) program. ARMY SG,

a. Allow deployed leaders access to physician evaluations from past deployrt@RR. | CENTCOM SG,
CENTCOM SG) SERVICE SGs
b. Remove 9@lay BOG positions from surgical teams assigned to(®PR USAR
Command, OCR SOCOM).
c. Increase volunteer opportunities for unfilled deployment positions across all three
services, active duty and reserv@PR SERVICE SGs)

60. Provide quality oversight and peer review for professionals deploying in PROFpposi | SERVICE SGs
and allow units to access prior performance reports.

61. Army update PROFIS provider deployment and unit preparation. ARMY SG

62. Services update unit/team deployment preparation and provide report to CENTCOM S| SERVICE SGs

63. Add Emergenciledicine physician to all Role 2 manning documents. SERVICE SGs

64. Review and refine a career pathway for military en route care nurses. SERVICE SGs

a. Standardize equipment, training, protocols, and readiness level progression for er
route Critical Care Nurses (ECCNSs).

b. Assign ECCNs to MEDEVAC units prior tdgp®yment training.

c. Deploy ECCNs with MEDEVAC unit for duration of unit deployment.

d. Develop and formalize ECCN Military Occupational Specialty (MOS); basic and
advanced; teaching, leadership, and mentorship posg; and commensurate
opportunities for career advancement and management within this specialty.

65. ECCNs complete aircraft progressions prior to deployment. ARMY SG,

a. If this is not possible, ECEBhould overlam theaterin order to maintain continaus CENTCOM SG
coverage using outgoing ECCNSs.
Faciites . |OPR

66. Develop and publish CCSG position paper outlining basic decision criteria for expediti¢ JFS
facilities.

67. When constructing fixed facilities in deployed locations, pladdiogterm commitment JFS
and construct the facility to high standards with the goal of meeting U.S. standards,
particularly within the operating room complex. Retrofitting and upgrading the facilities
complex and expensive.

68. Construct major medical facilities (Role 3 and Role 4) on an Air Base with runways me| JFS
G-17 military transport aircraft requirements.

69. Develop standardized Role 2 (mobile and fixed) and Role 3 facility plans and implemel JFS
across the services.
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oy o T

70.t NEGARS ONRGAOI NBUAdIiRIGde Few dfr@unarcastalties?add CENTCOM SG
medical treatment facility (MTF) utilization and provide recommendation on keeping or
updating the policy.

a. Mandate and enforce documentation of care provided by all surgical teams in theg
to complete criticaNBE @A S¢ 2F aD2f RSy | 2dzNE LJ2f A

71. CENTCOM expand efforts to enforce medical documentation policies. CENTCOM CDR,
CENTCOM SG

72. SOCOM review, train, and enforce medical documentation policies. Enforce creation § SOCOM SG
submission of unclassified medical records to meet JTS standards.

73. CENTCOM surgeon work with JTS to review and update medical training guidance fory CENTCOM SG, JTS
theater entry.(OPR CENTCOM SG and JTS)

a. Service components update line remarks for medical personnel after publication ¢

updated CENTCOM medical training requiremef@R ACENT, ARCENT, NAVCEI

74. Expand CENTCOM Medical Rules of Engagement (MROE) to increase treatment of H CENTCOM CDR
Nation (HN) casualties.

a. Commanders of medical units perform an analysis on the impact of accepting addi
HN casualties at theirtility and make recommendations to the Joint Task Force (J]
Commander on increasing utilization of their faciliti@PR CENTCOM SG)

b. Explore novel solutions and support local efforts fethaater sustainment training to
include increased availabili® ¥ a A YdzZf F A2y GNFAYyAy3a |y
platforms.(OPR CENTCOM SG)

75. The CENTCOM Surgeon office is participating in a capatikitsesi assessment (CBA) JFS, CENTCOM SG
sponsored by the Office of the Joint Staff Surgeon to address medazihess skills
sustainment during deployment operations (MR330). Review CBA recommendations
when available.

76. Standardize PI reporting requirements across each role of care with oversight of TMD | CENTCOM SG
TNC in the Area of Responsibility @O
a. Establish required reporting mechanism from TMD to JTS and CENTCOM SG anc
reporting redundancy across commands.

77. Provide additional information on medical record requirements andaleflict policy with | CENTCOM SG
PASBA deployed medical recomhdbook.

78. Update JTS documentation CPG and increase education on documentation requireme JTS, CENTCOM SG
and medical AAR submission.

79. Update DoDI 6480.40, Armed Services Blood Program Operational Procedures, dated ASBPO
August 2012incorporating Chnge 1 effective 2 Oct 2048to prioritize and facilitate
delivery of whole blood to deployed prehospital and surgical teams.

80. Improve technical solutions for scanning hamdtten records to include photoencryption | DHA/Theater
application approved for government phones which automatically generates an encryp| Functional Working
email to JTS. Group

OCR: AT&L/JOMIS

81. JTS create a standard report of records received and report to CENTCOM medical JTS

leadership.
82. CoTCCC review TXA administration guidelines and teaching material. JTS
83. CoTCCC review antibiotic recommendations, consider moreeffestive solution. JTS

Unclassified 13



U.S. CENTCOM Theater Trauma System Assessment 01 Jun 2018

CONCLUSION

Since the drawdownf deployed forceand disbanding athe JTTS in 201and the publication of DoDI 6040.46
Joint Trauma System 2016 CENTCOM has transitionteda COCOM Trauma System led by a-tHatted

trauma medical director assigned tioe leadTF MEDRole 3in each theaterAt low qperational tempo, this
structure, combined with periodic trauma system assessments led by JTS, will sustain performance
improvement activities within CENTCOM. When operational tempo increases, a forward deployed trauma
system team is recommended. Althdumany opportunities for improvement identified in this report can be
addressed at the CENTCOM level, there are also many challenges that extend to the entire DoD and MHS in
order to better prepare medical teams deploying to CENTCOM.

Overall, TCCC doctd and training has advanced in CENTCOM since the last trauma system assessment
in 2013. Damage control surgical capabilities have dramatically expanded into a mydadsfwith no
standardization and little feedback or reporting with unknown outcomBsfinitive surgical care in theater
remains stable with overall excellent processes and performance, althougtiepteyment training remains a
challengeContinued efforts to codify and advea the deployed trauma system should progress in CENTCOM.
Improved medical documentation is the foundation that supports all performance improvement efforts. The
requirement for medical documentation must be facilitated and enforced at all levels of care, for both SOF and
conventionaforce medical care providershtough command emphasis, training, and electronic solutions.

~Ranger Quotes®
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1.0 PURPOSE

MISSION

This trauma system assessment of OIR and OFS was requested by the US CENTCOM Surgeon on behalf of tt
CENTCOM Commander. Included in the trauma system assessment was Role 1 prehospital &réOviale,

Role 2 forward surgical and resuscitative care, and Role 3 hospital trauma care. The assessment occurred from 30
January to 10 February 2018.

INTENT

To observe, discuss, record, and evaluate trauma care tactics, techniques, and procedureso(idiiegd from

point of injury through evacuation out of the CENTCOM area of operations, and to assess compliance with current
policies (training, education, evacuation times, team construct). Information from the continuum of care was
obtained directly from: deployed prehospital providers (medics, corpsman, MEDEVAC teams, operational
physicians), Role 2 and Role 3 physicians, nurses and medics, and theater medical leadership. The overall intent
of this assessment was to provide recommendations basederdata gathered to improve the system of care

and eliminate preventable combat deaths among all casualties who arrive at any U.S. role of care throughout the
continuum of battlefield trauma care.

The primary areas of focus in this assessment were to:
1. identify gaps among each role of care across the DOTNLdRIfmains;

2. identify best practices that can be creeveled among the force;

3. identify policy that has been implemented and has directly resulted in the facilitation of best practices;
and

4. identify areas of performance improvement that will optimize battlefield trauma care and potentially
improve battlefield casualty survivability.

2.0 METHODS

The assessment team was comprised of the CENTCOM Clinical Operations (CLINOPS) Director, the JTS Director
Performance Improvement, and the most recent Trauma Medical Director (TMD) from OIR. In order to perform

a comprehensive trauma system assessment, four previous CENTCOM trauma system asstssthehigere

reviewed. Two online surveys were createdetiospitalRole 1 and Role 2/3) to better understand capabilities at

each role of carerad also to identify potential gaps. These surveys were distributed electronically to trauma
caregivers deployed throughout CENTC@Mmonth prior to the site visitsThe team traveled to representative

sites throughout CENTCOM arwhductedon-site indivdual and group interviews with health care professionals

from each military service and civilians across the spectrum of medical units deployed to the Area of Responsibility
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(AOR). A qualitative analysis was then conducted on the transcribed notes amahtitajive analysis was
performed on the survey results. All data were categorized according to: doctrine; organization; training; materiel;
leadership; personnel; facilities, and policy (DOTMRRFONce categorized, the responses to the survey question
and unstructured interviews were organized according to the DOTNRLEénstruct as defined by the JCIDS
process-gin order to identify and address gaps relating to all aspects of traumadedixery in CENTCOM. Based

on this data, recommendations across the DOTMRRpectrum were made and compiled for the CENTCOM
Surgeon.

DOTMLPH

A

Doctrine: Fundamental principles by which the military forces or elements thereof guide their actions in
support of national objectives. It is authoritative but requires judgment in application (current best thoughts
on the methods by which we deliver prehospitaldahospital battlefield trauma care).

Organization:How weprovide command andontrol for medical support operations.

Training:How we prepare medical forces to conduct specified and implied tasks (basic training to advanced
individual medical training, unit medical training with casualty care and evacuation exercises).

Materiel: All items necessary to equip, operate, maintaingd aupport military activities without distinction
as to its application for administrative or combat purposes (Tactical Combat Casualty Care [TCCC], medical
evacuation [MEDEVAC], Role 1 to Role 3 guideline medical materials).

Leadership and Educatiotmow we prepare personnel to organize and lead medical support operations.

Personnel:Those individuals required in either a military or civilian capacity to accomplish the assigned
mission (availability of qualified [technically and tactically/operationalbfipient] personnel in the delivery
of battlefield trauma care).

Facilities:Real property entities consisting of one or more of the following: building, structure, utility system,
pavement, or underlying land. (medical facilities for battlefield trauma)ca

Policy: Department of Defense (DoD), interagency, or international policy that impacts the other non
materiel elements.

CENTCOMRAUMA SYSTEMASSESSMENTEAM

A Stephen J. Linck, COL, NC, USANOPS Director, CENTCOM
A Stacy A. Shackelford, Col, MCSAFDirector ofPerformance Improveent, JTS
A Jennifer M.Gurney, COL, MC, USirector of Trauma System Development, JTS
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SUPPORTTEAM: JTSOIR,OFSCENTCOM

Darin K. Via, CAPT, MC, USNENTCOM Command Surgeon

ZsoltT. Stockinger, CAPT, MC, USIY'S Director

Mary Ann Spott, PhDITS Deputy Director

Dallas Buelison, MBAJTS Chief Administrator

Rus S. Kotwal, COL (Ret), MC, UB#ector ofSpecial Projects, JTS

FrankK. Butler, CAPT (Ret), MC, USNTCCC Chair, JTS

Robert FHowell, COLMS,USATF MED Commander OIR

Walter M. Matthews, Col, USAF, MC, CFBE MED Commander OFS

Kirby R. Gross, COL, MC, UBikector Army Trauma Training Detachment
Edward H. Whitt, DHA Plan@perations, and Requirements, Operatioligdicine

Assessment Locations and Level of Care

v v Iy I I I D D D

Unit Role of Care Location/Theater Date
75th CSH Role 3 Arifjan, OSS 30 Jan 18
MEDEVAC OIR En route Care Arifjan, OIR 31 Jan 18
SOJTIR Role 1, Role Zommand Surgeon Arifjan, OIR 31Jan 18
501st ASMC Role 1 Al Assad, OIR 31 Jan 18
Coalition FST Role 2 Al Assad, OIR 1 Feb 18
C Company 1/189tHDUSTOFF Role 1, MEDEVAC Al Assad, OIR 1 Feb 18
47th CSH Role 3 Baghdad, OIR 2 Feb 18
501st ASMC Role 1 Erbil, OIR 2 Feb 18
Canadian/German Surgical Team Role 2 Erbil, OIR 2 Feb 18
217/1st Cavalry Digion Role 1 Erbil, OIR 2 Feb 18
JMAU/SRT Role 2, En route care, Surgical team Erbil, OIR 2 Feb 18
S. Dakota NG DUSTOFF Role 1, MEDEVAC Erbil, OIR 2 Feb 18
Navy EMU Role 2 Q West, OIR 3 Feb 18
710 BSB3/10 MTN Role 1 Q West, OIR 3 Feb 18
3/10 MTN Role 1, BDE SG Q West, OIR 3 Feb 18
G1/189 Oregon NG Role 1, MEDEVAC Q West, OIR 3 Feb 18
Craig Joint Theater Hogpl Role 3 BAF, OFS 5Feb 18
RS PECC, OIC Patient movement BAF, OFS 5 Feb 18
C 23 Aviation BDE, DUSTOFF Role 1, MEDEVAC BAF, OFS 5 Feb 18
3/75 Ranger BTN Role 1 BAF, OFS 5 Feb 18
AE/CCATT En route care BAF, OFS 6 Feb 18
2-501st Parachute Infantry RGT Role 1 BAF, OFS 6 Feb 18
1st BCT and-8 Assault Helicopter BTN Role 1 BAF, OFS 6 Feb 18
455 Expeditionary Rescue Squadron, Role 1 BAF, OFS 6 Feb 18
Pararescue

2 BTN/10th Special Forces Group Role 1 BAF, OFS 6 Feb 18
SOJTA Role 1, Role 2 CMD SG BAF, OFS 6 Feb 18
555 FST Role 2 JAF, OFS 7 Feb 18
7-25 BDE support BTN Role 1 JAF, OFS 7 Feb 18
501st Infantry BTN Role 1 JAF, OFS 7 Feb 18
C 23 Aviation BDE, DUSTOFF Role 1, MEDEVAC JAF, OFS 7 Feb 18
OGA medics Role 1 JAF, OFS 7 Feb 18
933 FST Role 2, GHOST Dahlke, OFS 8 Feb 18
2 BTN/10th Special Forces Group Role 1 Dahlke,OFS 8 Feb 18
C 23 Aviation BDE, DUSTOFF Role 1, MEDEVAC Dahlke, OFS 8 Feb 18
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Assessment Locations and Level of Care

Unit Role of Care Location/Theater Date

1st FST Role 2, GHOST KAF, OFS 9 Feb 18
10th Special Forces Group Role 1 KAF, OFS 9 Feb 18
FRSS (teleconf) Role 2 Dwyer, OFS 9 Feb 18
1st Med BTN (teleconf) Role 2 Shorab, OFS 9 Feb 18
3rd ID Combat Aviation BDE, @221 GSAB Role 1, MEDEVAC KAF, OFS 9 Feb 18
Det 1, DUSTOFF

NATO Role 3 Role 3 KAF, OFS 9 Feb 18
JMAU Surgical Team Role 2, En route care, Surgical team BAF, OFS 11 Fehl8

3.0 FINDINGS

DOTMLPH Analysis

4.0 DOCTRINE

>

The primary doctriml publicationfor health services support t0.S. militaryoperationsis Joint Publication

4-02, Joint Health Servicedated 11 December 2017 Although thispublicationonly providescursory

reference to trauma systems and their functigitsdoes outlineresponsibilities of the Joint Force Surgeon
toinclude:d LINR A RS F2NJ I O2Yol dFyd O2YYFYR GNIdzYlF &aead:
accordance wh DoDI 6040.4,7Joint Trauma System (JTS), dated 28 Septemberi2016

p>

According to DoDI 6040.47, tfenctions of a CTS include

1. Enable accurate and timely entry of casualty and trauma careidatdhe Department of Defense
Trauma Registry (DoDTR) or current DoD system of record.

2. Develop, assess, and recommend best practices in treating traumatic injuries, including clinical practice
guidance and TCCC Guidelines adapted to the medical missjomements.

3. Assist in identifying traumaarerelated requirements for education and training, research,
informatics, andbperations.

4. Support the timely reporting of casualty care and traurekated metrics.

>\

Central Command Regulation (CCRY 4GlinicaDperations Program, dated 6 Ma017¢ formalized the
Combatant Command Trauma System (CTS) for the CENTCOM. timegeéserak, the functions and
characteristic of a trauma systenmclude

1. Delivery and documentation of trauntare.
2. Assessmentcpllection and analysis of injury data)

3. Performance improvement using the data obtained from the system.
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4. Policy developmentusing the results of the assessment in an organized manner to establish
comprehensive policies and standarddgrgprove injury care and population health)

5. Assurance by monitoring to ensure that policies and standards are being upheld.

6. Verification of units and teams within the system to ensure the requirements established are being

met.

A Initially formed in 2004and sustained during continuous combat operations to present dage|LS.
CENTCOM CTS is currently the most advacmetbat trauma system in the worldHowever, within

CENTCOM, the functions of a trauma system are divided among several organizations and the ability to

monitor compliance an@nsure synchronous activityithin the system is limited.

A Data compiled from multiple interviews drsurvey questions demonstrat®nfusion regarding the
following elements in support of CENTCOM objectives:

1. Damage Control Surge(CStgapabilities

2. The minimum required capability for a Role 2 surgical team

3. The Golden Hour Policy and a true surgical bdipawithin 60 minutes from point of injury

PREHOSPITAROLE 1

For more than a decade,
guidelines provided by TCCC
have unofficially been the
accepted standard for providing
prehospital combat trauma care
by U.S. military forces. Recently,
TCC®as beomethe official
standard forU.S. military forces
as directed bypoDI 1322.24,
Medical Readiness Trainifg

Almost every Role 1 unit contacted in CENTCOM had undergone TCCC training and 83% of teams responded that
TCCG@raining was a top priority. 74% indicated that the commander fully understood and supported TCCC

Q11 Is casualty response (TCCC training, medical training, prehospital
trauma training, etc) listed as one of your unit commander’s training

100%

80%

60%

20%

0%

82.86%

priorities?

\swered: 35  Skipped: 8

17.14%

No

guidelines, 23% indicated they somewhat supported and <3% indicated lack of command suppQCto.

While the goal is 100%he fact that <3% of the unitsave lack of command support is an improvement from

the last CENTCOM assessment in 2013 in which the reporttead:

1. The lack of standardized TCCC capalnilitpmbat units as well as use of TCCC training materatifitive
not been approved by the JTS may lead to incorrect messaging in TCCC traimiag agplresent a causal
factor for the increased killed in action, case fatality rate, and preventable deaths seen in conventional
forces when compared to special ogéons forces.

2. Absent a validated joint requirement which is captured doctrinally, the prevailing rescamstrained

environment will challenge Services to fully Organize, Train, and Equip to TCCC standards.

Unclassified
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MEDEVAC

U.S. Army MEDEVAC units have not itiltaeited a 2medic capability. All MEDEVAC medics agree that 2 medics

on the lead aircraft is a needed capability that improves their ability to deliver trauma care to critical patients.
MEDEVAC teams have developsslreralwork-around methods to ensurehat two medical providers are
available on the lead aircraft some locations had adequate manning to support two flight medics, other
locations utilizedECCNs when availabknd inseveral locations, a 68W medic from the Rolggsdesignated as

I aDldy¥ NRK3ISté¢ GgAGK  LINARYFNEB YAaaiazy G2 LINRPGARS &S0

ROLE 2

A There are Role 2 surgical units somewhat equally dispersed throughouSirdag,and Afghanistan. Of the
16 Role 2 facilities that answered the survey, 5 weeployed toeach country. Role 2 surgical care is
covered by the Army, Air Force and NaWere are nine Army, three Navy and four Air Force Role 2
facilities identified by the survey.

A The survelsoincludednon-U.S coalition Role 2 facilities of which there were three represented in OIR.
The majority of units were Active Duf% with 36%conventional and%SOF27% were Reserv®%
g SNE Wantlkd& thdRon-U.S coalition and multinationBRole 2 facilities.

A The assessment identified significant gaps in doctrine in regard to damage control surgery (DCS)
capabilities. Current doctrine does not differentiate between the surgical Role 2 area support and Role 2
mission support.

A Role 2 area support is the practice of providing damage control surgical resuscitation capability within an
identified area of coverage associated with MEDEVAC response.

A ¢KS OdNNBy(d LINI OGAOS 2F dzaAy3d avYl f f acksdedld@Adockribal G S| Y
definition and is perceived by surgical teams to be misused by line leadership to provide an illusion of a
surgical capability.

A {2YS w2tS8S H dzyada | NBE OdNNBydfte alsSR G2 LISINF2NY
have limited training. Forward surgical teams (FSTs) assigned to Special Operations Joint Task Forces
(SOJTS and SOJ¥&) are asked to split into Golden Hour Offset Surgical $€@HOSTs)Although this
mission has existed for at least 5 years, the teams have not received formal training for their mission, and

Q5 What service do you belong to? Q6 What type of unit do you belong to? (check all that apply)
Answered: 16  Skipped: 0 Answersd: 22 Skipped: 0
100% 100%

72.73%
80% 80%

56.25%

40% 27.27%

e 25.00%
18.75% "
20% 4.56% 9.09%
20%
-

0% SOF Conventional Active Duty Reserve Other
i (please

Army Navy Air Force specify]
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Q19 Is your unit equipped for GHOST team missions? Q20 Is your unit performing GHOST team or GHOST team-like

o missions?
ed: 21 Skipped: 1

Answered: 21 Skipped: 1
100%

76.19%

61.90% BO%

19.05% 19.05% 0% 23.81%

- -
0%
0% -

Yes Ne NiA s
Yes No

have to learn how to pack and move on SOF platforms and perform damage control interventions in
austere locations without the breefit of support staff, often with no experience with this mission until
arrival in theater.

A While almost 70% of the units are not equipped to perform GHOST team missions, 25% of Role 2 units in
OFS and 50% of Role 2 unit©ilRSyria are performing thee Golden Hour offset missions. Of all the Role
2 and Role 3 MTFs deployed, 26.7% indicated they are tasked to perform &4@STissions.
Currently, outcome data is lacking from these missions as a dual function of very low patient volume and
also ch#lenges in getting any records datato the JTS.

A On a broader spectrum, one of the challenges in CENTCOM is that there is not a consistent definition of
Role 2 surgical cargas evidenced by the above GHOST Team missions. Most Role 2 units areeno long
functioning as originally designed. For example almost all FSTs in CENTCOM are operating as split units
but many of their personnel have one authorization which creates gaps in patient care (anly$as
one surgical nurse, one surgical techniciame ER nurse). The Navy Role 2 &V/€¥st, Iraqg was
representative of a doctrinal RoleEnhanced surgical team and was not able to be split per Navy Central
Command (NAVCENT) policy. Air Forper§on Ground Surgical Teams (GST) were designed to cover
Rde 2 mission support, however are deployed to provide Role 2 area support in CENTCOM.

A Alack of standard definitions for DCS capabilities creates substantial difficulties for medical planners in
matching surgical capability to mission requirements becdlisdRole 2 capability can range from-a 5
person special operations team to a-Bérson Expeditionary Medical Unit with variability between the
Services. The recently updated 3B2does not adequately clarify the definitionaRole 2.

A Additionally, tle Army continues to use the term Role 2 to refer to enhanced medical, busmaical,
capabilities such as dental, mental health, and physical therapy, which causes confusion with the NATO
Role 2 definition and conflicts with the J®2 definitonof R6 S u OF NB (G KIF G Ay Of dzRSa
O2y RdzOG RIFYF3ASYO2y iNRf &adzNHSNE ®¢

RoLE 3

A The role of the Trauma Medical Director (TMD) has been adopted throughout CENTCOM.

A Atthe Air Force Role 3 in Bagram, Afghanistan] 23 A G A2y GKIF G g+ a 2NARIAYLTEe
now been separated into two positions, one still referred to as Trauma Czar is the TMD for Craig Joint
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Theater Hospital, and the second position held by the TF-KMBRputy Commander for Clinical Seed is
the designated TMD for TF MED

A The TMD position became codified in the Army Role 3 when it wastablished at BDS@ith one trauma
surgeon serving as both the TMD for the Role 3 and the entire TFQIED

A 90% of survey respondents indicated that they knew how to contact the §¥B two that did not were
in OFS and may only know that position as the Trauma Czar instead of TMD as the question was asked.
Additionally, 100% of teams indicated they had trauctinical leadership.

A The Role 3 facilities in OBSd OIRand Role 2 units in OiByria and OFS have been tasked to support
GRIYF3S O2y (iNBf &adz2NBAOIf GSFYaé¢ GKIFIG FNB F2NBIF NR
what exactly is a damageitrol surgical teant there is no doctrine or definition available, and none of
the DCS teams have received any standardized training specific to the mission, and standardized equipment
sets are not available. While Camp Arifjan, Kudaés havecontingency staffing to support such a
mission, deploying such a team from Craig Joint Theater Hospital (CJTH), Afghanistan would significantly
degrade the Role 3 capability.

5.0 DOCTRINESUMMARY

A Doctrinal supportof TCCC hascreased substantiallsince 2013.
A Medical and normedical eader support of TCCC and the B&Sincreasethroughout CENTCOM.

A All units indicated that there was leadership supportti@uma documentation angettingdatainto the
DoDTR and that they were aware of the mechanisms.

A Notablewere many comments regarding challenges witiedicalrecords in the deployed environment
OY2NB RSGFAfAa. dzzRSNJ dal GSNRASE £0
A Current doctrine supports the requirement for trauma records to get uploaded into the DoDTR; however

this continues to be challenging for all units. The most consistent group for documentation was the
MEDEVAC team who reper®(% of their Patient Care Reports (PCRs) getting sent to the JTS.

6.0 DOCTRINERECOMMENDATIONS

1. Strengthen support for accuratend timely collection ofmedical data into the DoDTR through doctrine
materiel capabilities, and ongoing assessment of compliance with establiS@dOMpolicies (OPR
CENTCOM $G

2. Improve cooperation between the Joint Force Surgeon (JFS), CENTCOM Sung)doig in regard to
doctrinedevelopment.

a. Maintain a trauma clinical specialist at JFS office as liaison to the JTS and COCOM trauma systems. (OPR
JFS)
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b. Increase trauma clinician and trauma system specialist involvement in CENTCOM medical planning.
(OPR ENTCOM S®CR J)S

c. JTS review of CENTCOM theaetry medical training requirements. (OPR CENTCOMDER JJS
d. Increase assessment of compliance with established policies, particularly:

i. Theaterentry medical training requirements. (OPR CENTCPOM SG)

ii. Medical documentation and availability to DoD¥R(OPR CENTCO)S

3. Update JP 92 to provide an accurate common definition and architecture of Role 2 medical Q3R

JFS)

a wWSO2YYSYR FTR2LIiIAYy3 w2fS H 4Gl NSl aE3NUERSNIEMU, ASME) (0 NJ
FYR w2fS H aYA&daAzy &adzZJIR2NLE F2NJ avylff adz2NBHAOI f
D2t RSy | 2dzNE O2@SNI IS

b. Clarify Rle 2 definition toincludethe threesubcategories oréte 2: (1Jight maneuver/mission support,

(2) area support with limited capability, ar(®) area sipport with enhanced capability

4. Update MEDEVAC doctrinér(ny Techniques Publicatio#-02.2) to support two medic manng of
designated MEDEVAC platforms; train and man units accord{@hRrU.S. Army Combined Arms Center
and AMEDDC4&S

7.0 ORGANIZATION

PAST AND PRESENTTRAUMA SYSTEMORGANIZATIONN CENTCOM

A There is no longer a deployed Joint Theater Trauma System (JTTS) team in CENTCOM. Since the last
CENTCOM trauma system assessment, the JTTS team was withdrawn from Iraqg at the conclusion of
Operation Iragi Freedom, and was redeployed from Afghanistanowitreplacement at the conclusion of
Operation Enduring Freedom. As a mitigating factor, and in accordance with the DoDI 647,
Trauma SysterdTHE CENTCOM designated a Trauma Medical Director for each theater (OIR and OFS),
defined as the lead Role 3 senior trauma surgeon for the region.

A The entie JTS organization, previously informal project within the Army Institute of Surgical Research,
was ealigned as a directorate of the Army Medical Research and Materiel Comaaartling tahe
2016 JTS DoDI and will move to the Defense Health Agency Operations directorate in 2018 in accordance
with National Defense Authorization Aiscal Yea2017 requirements This move and the associated
requirements address the top recommendation identified in earlier trauma system assessments
conducted in conjunction with American College of Surgeons representatives in 2010 and 2011

Esablish the JTS as the statutory lead agency with DoD authority to set policy and enforce standards of
excellence in the care of the injured. Compliance with policy and standards should be assured by a
systems verification process. This should also sergenastric for component leadership evaluation and
reporting 314
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A

A

The JTS will be the DoD delegated authority to recommend external system review.

The JTS will be elevatedthin the DoD in order to more effectively align its position with its joint and
global responsibilities.

The CTS was further defineddBR 467: The CTS is a regional trauma system that is scaled to meet
mission requirements identified by the COCOM.S€affing is a flexible system of trauma care specialists
that providesthe Combatant Commanwith in-theater casualty and trauma care expertfse

1.
2.
3.

TheCENTCOM Surgedasignates regional CTS directors as required.
During low itensity operations this position is designated to the lead Role 3 senior trauma surgeon.

When operations exceed the ability oftineater assets to meet CTS responsihitityy TF Surgeon
may submit a Request for Forces (RFF) thraigNTCOM & the deployment of a CTS cell to
help enforce the requirements set forth in the CTS guidelines and help ensure appropriate
adherence to theater guidelines.

CoMMAND AND CONTROL(C2)

The survey results demonstrated strong sustains in terms of tha @2as of medical support operations:

1.
2.
3.

100% of units responded that the MEDROE are clearly understood by leadership

All units/MTFsonduct AARafter MASCAL exercises and patient care events

All deployed units reported relationships with multiple mediapport elements:

a.
b.
C.
d.

e.

f.

>95% worked with MEDEVAC

>90% woked with base support elements for transports of RO mitary patients
>85% worked with medical coalition units

>80% worked with the Blood Support Detachment

>66% worked with Host National Mediedéments

>47% worked with En Route Critical Care Teams

91% of Rle 2 and RIe 3 MTFs indicated they received timely notification regarding incoming casualties

a.

b.

5% indicated that they have very short notice because casualty transportfoemh of injuryisshort,
they also indicated that the timing was not accurate

Although notification wastimely¢ it was rarely accurate
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indicated there were no CCIR ahd% were unsure
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/I NRAGAOLF f (CCHR T42NX | G A

Answered; 22 Skipped: 0

100%

72.73%
BO%
0%

36.36%
40% 27.27%

I

SOF Conventional Active Duty Reserve

20%

0%

Q6 What type of unit do you belong to? (check all that apply)

9.09%

Other
(please
specify)

ORGANIZATIONASHORTFALLS

A There is no single medical command in CENTCOM. Responsibility for medical operations and C2 is shared
amongst a myriad of organizations (ARTEMARCENT, NAVCENT, AFCEMIEDFCJFLCC, SOJTF; CJTF

OIR, USFGR and OSS) with competing interests.

A Many teams are subject to a complex mix of command structures covering OPCON, TACON, ADCON and
support relationships enabling a diffusion of responsibility and inability to problem solve.

A This results in duplicate efforts and confusion regarding decisiaking and responsibility.

A Due to the complex organizational structure, there is little coordination of medical planning between various
organizations in CENTCOM, resulting in suboptiisalibution of medical assets in theater.

Examples:

1. One FST in OIRis OPCON to TMED and TACON/ADCOM to SOJTF and when attempting to solve
logistical problems, it was uncertain who was responsible.

2. During the assessment, there were 2 Army FSTs ia &gne Active Dutyand oneUS Army Reserve
Both were conventionaFSTs that were supporting SBJmissions. Teams reported they could be in
situations where they aréorphang when it comes to logistical support (pharmacy / CNiB§. The C2
of these teams was confusgfor the teamandmade basic logistical supporéry challenging

3. A Nawvysurgical team in OIR is OPCIONNAVCENT and supported byMIED and was unable to solve
logistical and travel problems due to uncertainty regarding who wasoresiple.

4. TheRole 3 at Kandahar Airfield{AR had difficulty replacing their aging sterilization capability because
there are questions about who is responsible for funding and overseeing the project (NATO vs. Army vs.

Navy).
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5. An Air Force GST was OPCONAKLCENT, supporting SOJTF missions, but logistippbrt was
supported by TMED without formal command relations.

6. SOJTA GHOST team at OP Brawvas an 8minute flight from the TF MEB split FST aforward
operating baseKOB Fenty, with the GHOST tea positioned to support groundasualty evacuation
(CASEVAduring inclement weather The two task forces in control of Role 2 surgical assets did not
fully coordinate the positioning of teams.

7. TheGerman Rle 2 facility at Safe Havemascollocated witha GHOSTeamat Pamir. The two coalition
partners did not fully coordinate the positioning of teams.

8. Hamid Karzai International AirpoitiKIA is a redundant capability and well within BAF medical reach.
Even with recent events in Kabtiofel attack andvehicleborne improvised explosive devigehere
were only 2 norurgent CASEVAC to that location and the remainder were taken to BAF.

ROLE2/3 TURNOVER

A There is no standardized systemic method for team replacement.
TheAir ForceRole 3 membergypically deploy individually from different horrstation units.
C2NJ GKS ! ANJ C2NOSz | LRGSYGAlLt 101 2F O2KSaArzy A
in and out of theater in a staggered manner in order to maintain continuity.

A Army units typically maintain a horrsation unit, however that unit does not include providers and training
is mostly focused on facility management and movement and may not incorporate a patient care mission.

A Turnover of Army units includes asINIi G NA IKG aSlIax tSTa aSride 20SNI I

A The Professional Filler (PROFIS) positions for Army physicians are extrinsic to the units they support which
results in a lack of physician leadership. PROFIS providers may not attet@lagment training with the
unit they are assigned tand may deploy for a shorter length of time than the rest of the unit.

A Navy units may follow either model, however the larger teams are drawn from multiple ‘stetien
locations.

A Navy predeployment training is morstandardized and is lengthy, incorporating 3 weeks of combat skills
training and 3 weeks dfauma training at the Navy Trauma Training CenMfT{, and their intheater
GdzNYy 2 O3SNJ AyOf dzZRS&a F &AK2NI GNARIKG asSraz fSF¥ad asSlhasé

A Overall the organizéonal turnover is not coordinated within the Services or between the Services and
CENTCOM.
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COORDINATION

A

There is little to no synchronization of the medical effort on bases. In many cased,, Rle 2/3, and
MEDEVAC assets operate independently and report through different chains of command; they rely on
informal personal relationships to problem solve at the local level. That being; $aedocal solutior is
training and 67% of units conductechining with MEDEVAC and 95% report a relationship with MEDEVAC
to help overcome this organizational gap.

The majority of larger bases with EMS use contracted services. These contracted services have little or no
contact or integration with military treatmnt facilities on the same base. These relationships need better
definition, such as under what medical direction aaat EMS personnel operate Additionally, some
forward bases do not have an organized bagde emergency response plan for-base emegencies.

The lack of a single organization with accountability for medical assets leads to gaps in medical coverage,
confusion, and lack of clinical oversight.

FOB Erbil demonstrated a best practice with a weekly meeting of all medical elements ors¢hthdlawas
international and included atblesof care (Rle 1, MEDEVACoR 2).

Some Role 1 Aid Stations are staffed only by medics (68W10). One Aid station was without a provider for 2
months because the provider went to Kuwait to perform Post Depkyt Health Assessments. The other

Aid Station was without any provider because only a small portion of the unit was fooeatdyed and the
provider stayed in Qatar with the majority of the unit.

There are gaps in coordination between units allocatedS@F and conventional forces. The 933 FST is
configured with three GHOST teams under SOJTF so it causes confusion with administrative support, logistics,
and clinical oversight. Conventional units in close proximity to SOF units expressed conceraythedrh

better coordination with SOF when they conduct missions nearby and they feel SOF planners do not
understand the capabilities of theok 2.

Conventional FSTs assigned to support special operations are supervised by SOF operational physicians. Th
report that there is not a good relationship with the GHOST taathe majority of teams are not trained

for the mission and the quality of providers is variable, especially surgeons and CRNAs. One surgeon
(colorectal) refused to do surgery. Usuallg GHOSmission is a shock to them when they get into theater.
G2S YIS GKS o0Said 2F | ONY LR aAaddzZ GAzy o

SOF personnel expressed their preference for-8&@ked medical support such asirgical resuscitation
team SRTandspecial operations resuscifae teams(SORYover GHOST. They stated the GHOST was not
as flexible at meeting their needs as the other resuscitation teams.

PATIENTMOVEMENT

A
A

Coordination of patient movement is not standardized, and occurs differently in OF§,aDtROIFS.

When MEDEVAC and AE patient movement functions are consolidated, particularly when the options of
fixed and rotary wing evacuation are both available, patient movement missions can be transferred to the
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most optimalair asset for each mission. This is aatrently happening in OIR. Additionally, the MEDEVAC
patient movement cel(PMC)s located in separate locations for @IBnd OIRS, even though there is

patient movement across the two regions. The AE evacuation team was previolstatsd with the

PMC in Baghdad, however was moved to Kuwait, but in the near future, will move back to Baghdad PMC.

A Itis not clear why the different patient movement functions are nod@cated and welkcoordinated for
OIR as they are for OFS. In Afghanistan, tlsesesingle patient evacuation control cell (PECC) for all of
Resolute Support (to include U.S. and NATO MEDEVAC as well as AE). The PECC &dordinates
MEDEVAC movements and also coordinéitesi wing movements with the Theater Patient Movement
Requrement Center (TPMRC).

A CASEVAC is by definitionuaregulatedpatient movement. At all locations, casualties may occasionally
arrive without notice by CASEVAC although efforts are made to notify the receiving surgical teams by
communication through theicorresponding operations centers.

A Amongst the teams interviewed there is a perception that AE is too slow in theater and for evacuation out
of theater. The AE urgent transfer movement requirement is 12 hours to reach destination. There is a clear
discomect: the teams/end users think that fixed wing patient movement standards are too slow,
especially when the patient's needs exceed available resources; on the other hand, the AE approving (and
tasking) authorities think the patient movement standards aceeptable and the system is doing a great
job moving patients with the resources availablehus, there is a disconnect of expectations between AE
and their customers.

A The BAF EAE squadron commander states that the differences in expectations mayeuthgau
knowledge deficits and lack of situational awareness.

A The customer/end user may not understand the limitations of available lift or the priorities of cargo
movement which may take precedence over patient movement.

A Tasking and approval authoritiesay not understand the available resources of the customer, especially
during times of crisis.

A There is a training deficit on the procedures for getting a patient into the AE system and the process by
which a patient is validated for movement.

A U.S. Trasportation CommandlRANSCONhas worked to speed up this process to include an expedited
patient movement request (PMR) capability and expedited approval process for urgent and priority
patients.

A There is no fixed wing aircraft dedicated to patient moesnfull time, however operational support can
be requested to provide-hr and 3hr alert status when needed.

A The expedited AE PMR process is not well known in theater, especially Iraq.
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8.0 ORGANIZATION: SUMMAR

> >

> > >

The CTS has replaced the JWills designated Trauma Medical Directors intrinsic to the Role 3 facilities.

There is no single medical command in CENTCRé#dponsibility for medical operations aodmmand and
control (C2 is shared amongst a myriad of organizations resulting in a diffusion of responsibility and
inability to effectivelysolveproblems and make decisions

There is no standardizexhd systemic method fomedicalteam replacement.

There is little to no synchrization of the medical effort on bases.

There are gaps in coordination between units allocated to SOF and conventional forces.
Coordination of patient movement is not standardized, and occurs differently in OF§,aDtROIFS.

Patient movement ifest coordinated wen MEDEVAC and AE patient movement functions are
consolidated

Therole and mission of damage control surgery (DCS) teams embedded within Role B8add@&He be
clarifiedandtheseteamsmust betrained and equipped for the mission.

9.0 ORGNIZATION:RECOMMENDATIONS

Support Joint Requirements Oversight Council Memaell25-orward Resuscitative Care in Support of
Dispersed Operations DOILPFP Change Recommendatibg Joint Force Surgeéh(OPRIF$

Consolidate command and control of-g@rvice medical elements and define roles of responsibfl@PR
CENTCOM SG)

a. Clarify Chain of Responsibility for atlé&? elements in CENTCOM, patrticularly in regard to logistic
support.

b. Designate regional TMD feach theater (OFS and OIR), mandategeployment trauma system
training with the JTS for this position, and empower this position with CENTCOM authority to oversee
all trauma care in theater.

c. Support TMD in each theater with appropriate support stafffCand administrative support element.
Create a formal trauma system pdeployment course(OPR JT7S

Build a CENTCOM integrated medical planning cell to synchronize efforts and optimize medical coverage
between SOF and conventional forc6SPR CENTCO3G and SOCOMSG

Mandate base operational support and integration (B®ayor cell/base leadership to develop a Senior
Medical Council on each compound to coordinate medical efforts, enfordeasa emergency response
plan, and prevent gaps in provideswerage (OPR CENTCOM @DR
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6.

Consolidatantra-theaterfixed and rotary wing patient movement coordinators into a single location and
ensure that cross communication occurs to assign the most efficient evacuation platform, particularly for
intra-theater trarsfer missionsfOPR CENTCOM QDR

a. Ensure a single point of contact to initiate all patient movements from any location.

CENTCOM surgeon and regional trauma medical directors vergsmemergency response plans and
mass casualty (MASCAllans for all foward bases and ensure that such plans are rehearsed regularly.
(OPRCENTCOM $G

Clarify role and mission of DCS teams embedded withi@ 3RV TFsand ensure teams are trained and
equipped for the missiofOPRSERVICE SGs)

10.0 TRAINING

MANDATORYTRAINING

Medical training that has been

designated as mandatory for theater
entry is frequently waived or simply 78.95%
not completed.

PREDEPLOYMENTRAINING o 21.05%

Summary of sirvey @mments o -
regardingpre-deploymenttraining

Did your team attend any pre-deployment training as a unit within 6
months of deploying? (ATTD, NTTC, CSTARS, JFTMC, etc)

Answered: 19 Skipped: 3
100%:
BD%

B0%

Yes No

were & follows:

1
2
3.
4

o

Military-specifictrainingwas requiredbut medicalspecifictrainingwas not required.
Most ArmyPROFIS did not attertde Army Trauma Training Detachme@TTDYourse.
Except for physicians,ast Navy team personnel attended training at tNevy Trauma Training Center.

Resuscitave Endovascular Balloon Occlusion of the AdRBEBORrainingat Baghdad was the only
medical trainingeceivedfor many.

Air Force teanpersonnelreceivedAustere Stgical Training in Baltimor@nd San Antonio

IsAdvancedATLSraininga requirementPROFIS providers were NOT identified prior to deployment in
order to do their trainingSomePROFIS providers receiVeds than 25 S S | a Qprigh B idleplOyEent,

so therefore ould notconducttraining. Two PROFIS providers were in fellowship (pedacsandgeneral
surgery immediatelyprior to deploying and could not attend trainingwo out of three Emergency
Medicine physicians haliTLSoursesscheduled througlthe Army Training Requirements and Resources
System(ATTR} however, ATTRS wast flexibleenough to get poviders scheduleéor traininggiven the
short notification time prior to deploying. Required training must be able to accommodate short notice
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deployments and deployments that occur immediately after residency graduation. AdTi®&Slexible
and another system (or system overrides in ATTRS) should exist to ensure required training occurs prior to
deployment.

The Joint Forces Combat Trauma Management course (JF@&TdEYuirement for Rold providers;
however, only 50%f providers attended the coursélost surgeons do not attend this course because the
Emergency War Surgery Course runs concurrently and the surgeons are at EWSC during the JFCTMC
lectures.

TCCQGNDPREHOSPITAIRAINING

A

. . . Has your unit implemented “TCCC for All Combatants” training IAW
A notable successentified during the the 2017 USCENTCOM Commander's KIA reduction initiative?
assessment was that TCCC and its principles

were deeply engrained in all medic®rpsmen
as well as the majority of physicians
supervising medidsorpsmen With few

Skipped: 13

100%

BO%

exceptionsRole Iphysicians attended the oo e
Tactical Cmbat MedicalCare Course (TCMC), o B

which includes TCQiningwithin the - . - .
curriculum, prior to deployment. Several ) ]

physicians did report challenges getting S - et reontion

scheduled for TCMC, including canceling and
rescheduling multiple times and difficulty
getting an available traing slot.

Has your Medical Corps Officer completed C4 training?

Almost three quarters of those surveyed 100%
indicated that 80% of the unit had attended s0%
Brigade Combat Team Trauma Training (BCTY{ ...
however, 10% of the population did not have 33.33%

BCT3 training and another 10% stated it was - . 20.00%

. 20% 6.67%
not applicable -

Yes No N/A 1don't know

0%

TCCC fohll Combatants was implemented in
CENTCOM in March 2018.
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A The prior standard first aide course for the
Army and Navy was combat liaver, for the
Air Force selfide buddy careRecent informal
reviews of service TC&€lated courses by JTS
personnel indiates substantial variation from

and incomplete presentation of TCCC coneep

All medics interviewed attendeBCT3or
TCMGQor senior medics, prior to deployment.
These courses cover the entire TCCC curricul

What percentage of unit medics have completed BCT3 or other
service endorsed similar course?

Kipped: 13
100%

73.33%
80%

40%

20% 6.67% 6.6T% 10.00%

3.33%

0%

<20% 21-40% 61-80% N/A

and implement TCCC training in realistic

simulation scenarios.

Several medics reported a concern that the
only airway itervention being taught at BCT8
cricothyroidotomy. There is no emphasis on
positioning and nofinvasive airway
management.They are teaching a low
threshold for cricothyroidtomy.

Although most Ble 1 physicians and PAs

Q11 Is casualty response (TCCC training, medical training, prehospital
trauma training, etc) listed as one of your unit commander's training
priorities?

Answered: 35 Skipped: &

100%
B2.B6%

17.4%

Ho

attended TCMC, there are still some physisian

and PAs assigned to both SOF and conventior]
Army units who may not attend a formal TCCC|
training course.

TCMC is required for conventional Army units,
but may not be required for SOF physicians.

However, the physicians do participate in teamj
training events.

Role 1 medics from-201 Parachute Infantry
Regiment, Ft BraggstiBCT and-8 AHB

Q13 Does your unit commander understand and support TCCC
Guidelines?
wered: 35 Skipped. &

74.29%

22.B6%

20%
2.86%
—
0%

Mo Somewhat

(Assault Helicopter Battalion), HAAF assigned 10

TF Geronimo ah TF Brawler, BAF report a new initiatfee conventional force$o develop aid and litter
teamswho haveEMTB training (3@day course) for several nemedics in each platoon, however few have

this currently.

They also report that no medics spent attipical ti
only in the clinic.

Three NCOs did attend paramedic training.

station. Theyarealsoon standby for Global Resp

me in the Emergency Department before deployment,

Medicsstationed at Fort Bragare frequently required tgrovide Drop Zone (DZjoveragevhen at home

onse Force (GRhoughcommitmentssuch as these

must be covered by medics, leaders need to also ntiake availablgo these medic$or emergency room,

hospital and otheclinicalopportunities
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A Mostof the medics arecurrentlyon theirfirst deployment.

A Somemedicsmay haveprovided careo noreal world patients. Theedicrange of experience is-80 real
world patients cared for prior ttheir first deployment and te majority ofthe patient encounters were DZ
injuries.

A Prior to deployment, nadics needo gain more experience by spendimgoretime in the hospitaland

emergency roommore PFC training, and more rigdongs with EMTs/paramedicsg this was a common
theme in the interviews

A SOF units have implemented meditraining within their units that is beyond the level of training of
conventional forces. For example, Army conventional forces have received T@C Caimbatants and a
designated group have received the Combat Life Saver (CLS) coursers Raddgepedal Forces soldiers
have added additional training to designate Advanced Ranger First Responders (ARFR) and Special
Operations Forces Austere Care Course (SOFACC) with additional training to include sternal 10, needle
decompression of the chest, cricothydotomy, Tranexamic Acid (TXA) administration, drawing fresh
whole blood, and documentation, and they train as assistants to advanced SOF medics. However, SOF and
Ranger medics report no clinical time on a regular lasigre is a trauma rotation once exe3 years for
a month, or once every 2 years for 2 weeks. Special operations medics also attend the special operations
combat medic skill sustainment course (SOCMSSC) for 3 weeks every 2 years which includes a combination
of classroom and siulation trainng. However, someedics are getting a lot of experience with real world
casualties, including host nation casualties, while deployed.

A Clinical skills exposure for medics is very limited at home station. Barriers to increased clinical practice
include:

1. Exensive warfighting and other competing training requirements
I 2YYFYRSNR& LINA2NRGASE
Providing sick call

Numerous normmedical duties and administration

2
3
4
5. Tasked to provide medical coverage for numerous training events
6. Medics are not authorized to provideECCC medications and interventions at home station
7. Difficulty establishing M8s with trauma centers and civilian EMS

8. Hospital certification requirements

9. Competition from other learners at the trauma centers

A Civilian hospitals have no equivalent skill settany military medics beyond standard paramedic
protocols. In some locations, it would be better for military medics to practice at military hospitals if they
were allowed to practice their full skillset.

A MTFs need to provide better custwer service to sponsor medic training and sustainment.
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FLIGHTMEDICS

A

Asignificant succesnoted was the transition of flight medics to Critical Care Flight Paramedics (CCFP).
Nearly all flight medics currently deployed in CENTCOM &fereertified andthe overall impression was
that theywerevery professional and well trained. The first active duty and reserve units to claim 100%
CCFreertified medics are currently deployed in CENTCOM. The Aviation Brigade, Hunter Army Air
Field,Georgiajs akoone ofthe first Army MEDEVAC usiib establish civilian EMS rigdongs for
paramedics and their company commander has required 4 days per months of clinical duty at home
station. This is a begtractice achieved with local command support.

SeveralCCt a YSyiGAz2ySR I f1 01 2F aiAirtta OKSOlftAada
instructors at the Army medical simulation training centers (MSTCs) who are able to facilitatee@TFP
training.

NURSES

No trauma training specific to nses is specified @ENTCOM training requirements. Some nurses were able to
obtain training in the Trauma Nursing Core Course (TNCC) through attending other courses, sBERRS ©r

GKS /2Yo0lkd /Fadzadtade /FNBE /[ 2dz2NKES NSORY Y S[YRGKR €0 2A N B KES
training requirements fragmentation order, FY-18.

SURGEONSAND SURGICALTEAMS

A

Predeployment training has improved in comparison to previous trauma system assessments; however,
the requirements remain inconsistent between Services and are inconsistently enforced and frequently
waived. The biggest gaps occur when personnel are isutest shortly before deployment, which occurs
frequently. Additionally, many surgeons still do not attend surgical training courses. Navy and Air Force
personnel expressed concern that some basic requirements were not in the line remarks on their orders,
including ATLS. A Navy Surgeon reported that the Emergency War SEWSZdourse was not on his
orders.

The current trend of 9@layBOGprogram for Reserve Soldiers does not leave sufficient time to meet
deployment training requirements. Many Armsurgeons rotating in PROFIS positions do not attend pre
deployment training with their teams.

Over 75% of teams attended some form of yokeployment training. Comments to this question included
the lack of surgeons and othphysiciansat these training courses.

Reserve units perceive that they have less access tagpoyment training courses and more difficulty
obtaining information on available pr@eployment training coursesompared to active dutyThe 7%’

Combat Support Hosal (CSHArmy reserve) reported that approximately 30 members attended the
ATTDFSTcourse in MiamiFloridaand the majority of the other members attendélde JFCTMC. The CSH
members who were sent to ATTD were not the surgical teams.cdihenanderdid not receive guidance

on who should attend which course and as reservists they felt they did not receive timely information on
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the training courses available. The team did not realize that the JFCTMC training was a requirement and
they were notified aboutt by the unit they were replacing. As reservists they were told they did not have
priority for the training course and were initially allotted only 5 slots in October (they actually attended

the course with CSH members who were going to be their repiaocts). They were able to obtain many
more slots in the November course. Surgeons should attend EWSC and do not needtJE#eTddtent

of the lectures was repetitive for the two courses.

A During the interviews multiple physicians stated they did notmdteny predeployment trauma training
courses. The reasons cited included profile, sinotice tasking, and member deployed immediately after
residencyor fellowship.

A Residency training may not include any militagpecific or CPG training, thereforeis easily possible for
some physicians to deploy without any orientation on CPGs aimdfact, some are not aware of the
existence of CPGs.

A Many physicians are not current in ATLS. Neither ATLS nor Center for Sustainment of Trauma and
Readiness Skill&STARSraining is in line remarks f&ir Forceanternal medicine and family medicine
physicians at the é&te 3. Fifty percent of 8e 3 physicians are not current in ATLS. The providers felt that
all Role 3 physicians caring for trauma patients shoudddurrent in ATLS, to include all physicians working
in ICU and ICW.

A Trauma training courses involving short clinical rotations (NTTC, AISTARS) have mixed reviews. The
courses are relatively lengthy in terms of fiteployment commitment (B weeks)clinicalexperience
obtained is variableand may not be applicable to the deployed environment. On the other hand, short,
focused courses incorporating skills and simulation (EWSC, TCMC, JFCTMC) were seen as highly beneficial.

A Service merbers were universal in their praise of tidECTM@nd felt it was great preparation for
deployment toa Role 3facility, although the course is only required by the Army.
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Role 2 and Rle 3 coursesattended by surgeons gor to deployment. 17/23 sitegesponded to this question.

Sites with more than 4 surgeons represent Roke @ndinclude specialty surgeons. Graplshownare for ATLS,
EWS and REBQ#ining courses

Emergency War Surgery
ATLS 100%
100% 100100% 100/00%100/80%
80.00% % 75.00%
2% B80%
80% 8 v 8 60.00%
53.85%
60% 46.15%
¥ 0, -
60% 50.60°00% 40.0
40%
40% 00%
. .00%
.29% 29% 20%
20% 88%
0%
0% Surgeon Surgeon Surgeon Surgeon Surgeon Surgeon
Surgeon Surgeon Surgeon Surgeon Surgeon Surgeon #1 #9 #3 #4 5 #6
#1 #2 #3 #4 #5 #6
. Yes . No . Yes . No N/A (Coalition)

REBOA
100%
80.00% %10 %
75.00%
80%
54.55% rAe
60% 5.45% 50.60200%
40% .00%
20%
0%
Surgeon Surgeon Surgeon Surgeon Surgeon Surgeon
#1 #2 #3 #4 #5 #6
Byes [JNo
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MISSIONREADINESS

A

>\

>\ >\

A

Mission support by surgical teams is in high demamdobile surgical teams and split operations are
becoming the standard at multiple locations. All services need to train and equip surgical teams at all levels
of care for this mission. This is a majballenge not only for preeployment training courses, but also for
surgical residency training programsnilitary-specific training traks are needed.

Most Fole 2 units were not employed as originally conceived.

One FST was divided into 3 GHOST teams, howeverpiteeiteployment training was designed for a
traditional FST.

O Staff did not feel that training was sufficient for the GHOST mission.

O Their training did not cover SOF vehicles or how to pack, moveypséd receive casualties, plan
missions, or conduct damage control surgery within the constrained environment.

Across the CENTCOM AOR, first responders expressed a concern if faced with situations requiring Prolonged
Field Care (PFC) and requested maegeployment PFC training.

Several surgical units an@IR 1 units had not yet rehearsed a fresh whole blood (FWB) drive.

The walking blood bank is a mission critical task fora# R3 and should be trained prior to deployment
as well as rehearsed dung the right seat/left seat handoff.

Several medics interviewed stated thBMTB 68V is not enough for conventional forces and does not
provide a career pathway.

Select thosanedicswith critical thinking ability and train them to be paramedics.

SURGICALSPECIALISTTRAINING NEUROSURGER OPHTHALMOLOGYHEAD AND NECK

A

Neurosurgeons are currently required to attend EWSC, but they do not find any benefit to this course.
It would be beneficial to have a neurosurgesgecific predeploymentcourse that addressed lessons
learned from recent conflicts.

There is an ocular trauma coursethé Uniformed Services University of the Health Scietitatsis
required every 3 years for ophthalmologists.

The OFS ophthalmologist did attend the coungthin the last 3 years, but would have liked to have a
refresher before deployment since theredasly nominal opportunity to practice trauma at home station.

A facial trauma course exists but is not required for head and neck surgeons.

There is little pportunity for trauma call at home station, except for those surgeons stationed at military
trauma centers.

Surgical specialists are not current in ATLBis not required.
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MEDICALKILL SUSTAINMENT DURINDEPLOYMENT

A Medical providers at all levels are concerned about keeping professional skills current while deployed.
Many surgeons and professional staff were concerned that they perform very few procedures during
deployment. One surgeon stated that he had only perfed 2 surgeries in 6 months. Many professional
staff were glad that they were not seeing U.S. casualties but expressed concern thaftheynot be
clinically ready to treat major injuries after long periods of clinical inactivity.

A Currently there ag few training opportunities in theater. Even if training is done before deployment, it is
a perishable skill that needs to be maintained-tHaater skill sustainment training is needed when not
clinically busy.

A Multiple examples of grountkvel trairing programs were identified that were developed locally to meet
gaps in predeployment training and skill sustainment while deployed.

1.
2.

REBOA training is availalaethe Role MTFsn Arifian, BDSC, and Bagram.

TCCased simulation training was developedQWest (including manikins procured from the
MSTC in Kuwait) and pushed out to multiple sites throughout Irag by a traveling training team.

Walking blood bank training and capability was implemented on a large scale aledll\RTFsin
Irag and Syria

CPG teaching is frequently done at the unit IdeeRole 2 and Rle 3. Teaching slides are much
needed and the slides on the JTS website are not up to date with the latest CPGs.

hLw KIFR I ¢SS jeduéatiofal dorifeyeic® ICPG réview dbd relevant patient discussion
for all MTFs in OIR. This weekly conference used DCS as a platform for the slidestandng
Medical Educatiorredit was available.

CCFPs conduct medical training classes for teain and other medics on base.

A Role 1 at @Vest did weekly simulation training for their medics

CHEMICALBIOLOGICAIRADIOGIBL NUCLEARICBRN TRAINING

Realistic CBRN simulation training does not exist and needs to be developed
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11.0 TRAINING:SUMMARY

Clinical skills exposure for medics is very limited at home station. Barriers to increased clinical practice are
primarily related to multiple normedical duties otJINE A RAGF H ¢ a ¥GRY B £ & dzLJLJ2 NI &

Most flight medics in CENTCOM anaw trained tothe level ofCritical Care Flight Paramedic.
No trauma training specific to nurses is specified in the CENTCOM training requirements.

Pre-deployment training for surgeons has improved in comparison to previous trauma system
assessments; lweever, the requirements remain inconsistent between Services and are inconsistently
enforced and frequently waived.

Residency training may not include any militapecific or CPG training, therefore it is easily possible for
some physicians to deploy without any orientation on CPGs and in fact some are not aware of the
existence of CP5

Many physicians are not current in ATLS.

Mission support by surgical teams is in high demd@wdter training is needed as well as means to
mitigate skill degradatiomf highly perishable medical skills

Missionspecific training for neurosurgeonsphthalmologistsand head and neck surgeosseeded.

In-theater skill sustainment training is needddring times of low clinical operational tempo

12.0 TRAINING:RECOMMENDATIONS

1.

2.

Establish requirements for traura@levant clinical practice for medics, nurses, and provid@BR
CENTCOM SG)

a. Fund methods to free up time for increased clinical practice (e.g., civilian contractors to support non
combatrelated duties) (OPRSERVICE SGs)

b. Centralize and facilitate trainingOA process for civilian traumeenterrotationsand EMSraining.
(OPRSERVICE SGs)

JTS establish minimum medical training standards for deployed clini¢g@RR JTS, SERVICE SGs)
a. ATLS training for all physicians at Role 2 and Role 3 facilities.

b. Trauma Nursing Core Course (TNCC) or Advanced Trauma Care for Nurses (Adgigfed nurses
(RNs) caring for trauma patients.

c. EWSC for all trauma and general surgeons.

d. Specialty specific trauma course for surgical-spécialists.
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e. TCCC for Medical Providers for all providers, nurses, and medics.

3. Service components report complice ratesfor CENTCOMequired predeployment medical and trauma
trainingto CENTCOIGquarterly. (OPR AFCENT, ARCENT, NAVCENT)

4. Service omponents continue to work to fully implement TCCC training IAW DoDI 1322.24, MRTr, 16 Ma
20182 (OPR BRVICE SGs)

a. CENTCOM report compliance rates for TCCC training (medical-anthbHtant) to JTSOPR
CENTCOM $G
5. Coordinate with Deputy Assistant Secretary of Defense for Health Readiness Policy and Oversight to
develop metrics to track CPG working knowledge compliance IAW DoDI 1322.24 (R .CENTCOM SG,
JTS)

6. Develop specific training courses, expand existing training courses, and incorporate lessons learned into
future Role 2 readiness exercises to improve the ability to conduct mission support operations outside of
established MEDEVA@ngerings for surgical and nesurgical resuscitation team@OPR SERVICE SB3SR
JT$

7. Include JTS CPGs and performance improvement processeslicalProfessional Military Education and
Graduate Medical Education progran@®PR DHA, SERVICE SGs)

8. DevelopCPGs, standards, apdogram of instructiorfor Prolonged Field Car@OPR DHA, JTS)

9. Review course enrollment restrictions for reserve units for key-geployment courses (TCCC, TCMC,
BCT3, JFCTMC, EWSC) and ensure that reserve units that are deploying receive the same priority for
training as active duty unitfOPR SERVICE SGs)

a. Ensurethat training courses meet the demand for trainingdentify key medical training courses and
provide projected training needs annually. (OPR CENTCOM SG)

10. Review predeployment curricula for existing trauma training courg€PR DHA, JTS)

a. Ensure walking blood bar&PGs and standards are established anedgq@oymenttraining is
conducted for all Ble 1-3.

11. JTS update CPG teaching slides and post to wedssgeon as possibl@OPR JTS)

12. Services establish career pathways for medics tavafimogression from EMMbasic to paramedic to
registered nurse, physician assistant, or physidi@®PR Servicks

13. MTFs provide better customer service to sponsor medic training and sustainment and facilitate MTFs as
actual training platforms and allow medito practice to their full scope of training. (OPR RiHA SERVICE
SG3

14. Improve and increase CBRN response simulationitrgi (OPR DHA

15. Deploying physicians, physician assistants, nurses, medics, corpsmen and pararescuemen should be trained
in the JTSapproved TCCC for Medical Personnel course prior to deployment IAW with current the
USCENTCOM directiy®PR SERVICE SGs)

16. CoTCCC revieWCCC curriculufor airvay management for medical providers and provide feedback to
primary trainirg sites (OPR JTS)
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13.0MATERIEL

INFORMATIONSYSTEMS

>\

There are multiple issues with medical information systems that must be addressed

A A myriad of temporary solutions to deployed electronic health records §Hi#R left a system of cobbled
together patcheshat lack interoperability and reliability.

A Personnel are requikto duplicate input into multiple systems, or create various local solutions for
backup due to overall unreliability of the EHR.

A Processes that should be easily amenable to automated sohs, still require information to be
gathered and submitted to various organizations.

o)

(@]

O« O«

Currently there is no method to identify trauma patients in TMDS or other EHR.

Medical units ae required to submit a trauma log tiie JTS so they can pull the record for inclusion
into the DoO'R

This manual process requires constant education and compliance from fodegpidyed units.

There needs to be a mechanism ttee JTS to electronically identify trauma records; therefores th
requirement to submit a trauma log would become obsolete.

A The DoDTR recognizes locations, but not units. Multiple oratginhabitone location; additionally, the
capability of a location/unit may change depending on the operational requirementschaisms should
be implemented that:

o)

o)

Identify units, team members and team capability in order to perform appropriate performance
improvement and help determine the personnel mission set needed for the AOR

There should be an identifier in the DoDTR that indicates Role of Care, team size and personnel support.
These will all be dynamic data points and currently there is no IT mechanism to identify this in the
DoDTR.

A It is difficult and timeconsuming for redical providers to gain access to deployed health systems,
specifically those required to review and document patient care.

o]

o)

O«

Multiple computer medical record programs exist, each require separate applicatiordeinto obtain
an account (i.eAHLTAT,CHCS, MEDPROS, JLV, PSR, TRAC2ES, TMDS, HAIMS, AaléiketHELP

It is challenging for providers rotating into theater to even understand or be aware of which accounts
are needed to support their mission since it is not the same as home station and is set up differently at
different locations within CENTCOM.

Medical poviders requested that computer access should be a packaga dephrate account
applications should not be necessary for each program.
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O Patient informationexists in too many locationdlot only is it difficult, redundant and cumbersome to
create a patietchart in all these different electronic domaiggroviders along the continuum of care
may not be able to access aflthe records, and it makes it more challenging toadboroughPlIreview
on a chart given the multiple electronic domains fatientrecord documentation.

Deployed computer systems are not reliable

The Medical Communications for Combat Casualty G4@4) program is the current deployed IT

interface. It launches Theater Medical Information Program (TMIP) Composite Health Care(Sy+&s)
Caché (TC2), Armed Forces Health Longitudinal Technology Applicatieater(ALTHAT) and

TRANSCOM Regulating and Command & Control Evaluation $SYRARES. There are frequent

computer glitchesand data loss resultinig poor documentation and therefore suboptimal care. MC4
personnel deployed should have more accountability for the systems problems. There was no sense at
some ofthe Role 3s that these personnel were at all helpful.

A The Joint Operational Medicineftmmation Systems (JOMIS) Program is supposed to modernize, deploy,
and sustain the Department of Defense's (perational medicine information systems by fielding the
DoD Modernized Electronic Health Record (EHR) solution while developing andjfieddirtheater
capabilities to enable comprehensive health services to deployed forces across the range of military
operations. The JOMIS Program is under the executive management and oversight of the Office of the
Under Secretary of Defense for Acquisitidrechnology and Logistics (OUSD (AT and L)) and the Program
Executive Office (PEO) Defense Healthcare Management Systems (DHMS).

A There is no corporate solution for allowing MC4 onto military networks.

A Whenever a new medical treatment site is establistbd,local network owner has to grant permission
for JOMIS to operate. This leads to major gaps in medical communication:

O Role 2 units on SOF compounds (Dahlke, Pamir confirmed) do not have any MC4 network capability
because they are not on th@milé domain. Medical care for service members seen at these locations
is documented on &tandard Form (SBPO, one copy is given to the service member and another copy
is stored and uploadethto TMDS upon redeploymenthe process established by CENTCOMr ialff
locations to have TMDS access and directly upload scanned handwritten documents or coordinate with
the nearest Rle 3 for assistance getting the records uploaded.

O«

JOMIS has plenty of personnel support in CENTCOM with MC4 employees at all RaleaByaRole 2
facilities however, the system is still cumbersome, unreliable, difficult to use, and requires repeat
documentation.

A Coalition partners utilize U.S. blood supply and care for U.S. casualties, however they are denied access to
TMDS which is designat&tD-foreign. This does not allow the coalition partners the ability to perform
standard documentation when it comes to bbproducts.

A Canadian Ble 2 at Erbicannotuse MC4 or TMDS because these are listed as-Bi{@n systems.
Instead, they upload scanned medical records for U.S. service members into the Canadian electronic
health record.

A When the Rle 3 at BDSC wastablishedit took over 6 months to get MEDWEB to function at the facility.
As a result, the BDSC radiologistild not view films from other sites.
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A

MC4 communication between KAF and BAF is reported as an issue, the radiologist at KAF says he cannot
produce a signed radiology report for studies obtained at BAF.

The Rle2 atJalalabad AirfieldJAFA & y 204 alft26SRE G2 KFE@GS | a0l yyShH
on the base due to crosdomain violations. They need to go through the S6 officegiftlla scan request,
long process. However, the adjacent FST has obtained a waiver for scanner use.

MEDICALEQUIPMENT

A

Medical equipment in theater is a mix of Theater Provided Equipment (TPE) and organic unit equipment.
The process of maintaining and replacing TPE is notdeBiied and varies from site to sitéJnlikethe

Table of Distributions and Allowancd)A atcontinental U.S.GONUFbasedmedical facilities, there is

no system that monitors the maintenance and determinesdifele replacement of TPE.

Teams have proposed that all units bring their own organic equipment with them from the U.S. since that
equipmenttypicallyundergaesregular scheduled maintenance and lifgcle replacement.

This solution is not without its own drawbacks:
1. DSGOAY3T (GKS dzyAidaQ SldaALYSYG Ayid2 GKSIFG§SNWD

2. The majority of medical equipment uses Lithium ion batteries which have significant restrictions with
air transport.

3. Different unitsmayuse different equipmentwhich impedes interoperabilityFor example, some
MEDEVAG@nitsuse DLL monitors and thentire system must be switad out if another team is
using the lPopag

4. There is a ptential for long delays in getting medical equipment into theater, and even further delays

in receiving the Lithium batteries to run the equipment.

5. Incoming units may not beughorized to bring their equipment into theater because TPE is available in
theater, even when the TPE is known to be inadequate.

30% of Role 2s and Rolgrgport they are not receiving adequate supplies. Comments to this question

Ay Of dzZRSRY (i 21 20NR SNAY KA IESS/ ArrydVedichl M&drigi SeRtér Th Southwest

Asia (USAMMGWAR & af 263X GKSNB A& | fDefghs Medica bogistiesa A a G A O f
Standard Support (DMLSS) Customer Assistance Module (DCBM)2 dzy G & Ol y G 1S Y2y
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A 30% ofprehospital andRole 1 units are

not receiving timely medical supplies. Q43 Are you receiving medical equipment as requested?
Comments to this question included: Answered: 27 Skipped: 16

ostill waiting forDepartment of Defense

Activity Address Code (DoDAAQ)is 8o% 70.37%

difficult to receive supplies & Y2 NS {§ con
4 weeks since order placé¢? o an.83%

comments);dmovement of containers is -
SEGNBYSte atz26xe8

for a monthd An additional barrier to
using organic medical equipment for

each unit is that not all units have
assigned guipment. The Navydke2 at  JAAre you receiving medical supplies and equipment as requested?

Q-West was pieced together for their Answered: 20 Skipped: 2
mission and did not have their own Toors
equipment set. 80% 70.00%

A FSTs assigned to support the GHOST o
team mission are equipped with the 40% 30.00%
standard Army FST MES. The standard . .
equipment is not appropriatéor the o
mobile mission becauseig too large to " ves No

be easily transported and does not fit not

onto various transport vehicles. They also stated the power supply (generators) need to be specific for the
missiorr multiple small portable generators would allayeater flexibility to meet mission demands.

Teams are not only providing mission support without the appropriate training, but also without the
appropriate equipment and sets. There is a heed for an interoperable, standardized set for these small,
mobile surgical teams.

A Many units do not have the most current allowance. No MEDEVAC unit interviewed had the current
approved Army MEDEVAC medical equipment set (MES).

A One MEDEVAC unit reportdtey had been in theater 2 months and had not received theigment they
shipped 6 weeks prior to deploying. They had to sign for equipment from the unit they replaced to be
able to perform their mission.

A Replacing outdated and maintaining Patient Transport Equipment (PTE) is also a slow process and does
not hapen in theater.

A Units report multiple equipment issues they cannot seem to get resolved in theater.

A The MEDEVAC MES does not include blood product storage containers and obtaining the containers in
theater is difficult and delayed.

O Blood product storageapability, to include Golden hour containers and Hemacools, is misstaal
for MEDEVAC since prehospital transfusion has been shown to improve survival from hemorrhagic
shock.
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O Additionally, if the unit deplogto a new theater, it would be impogse to obtain blood storage
containers in a timely manner.

A Standardizingatient monitors issues arise when patiengse connected to am@paqor ZOLImonitor and
then have to be transferred to another platform or unit that has a different piece of equipment. It was
notes atAl Asadhat they thought a DLLwas malfunctioning when it worked correctly, it just required a
different electrode than what was stockdyy the RPopag equipment.

A SOFmedics are also trained to transfuséiole blood several teamseported similar challenges with
obtaining the missiorappropriate blood storage containers after arrival in theater when they did not
deploy with containers.

A Theprocess of accounting for equipment within theater is archaic. Within the current system, unit organic
equipment must be accountable by serial number to the specific unit, while TPE can be exchanged within
the patient movement system. caountability for especific device is unnecessary and limits the ability to
maintain equipment and maintain patients on equipment.

A The apability exists within the A&/stem to account for equipment through multiple exchanges by
scanning and tracking. If this system wanpliemented within theater, patients could move throughout
the system without requiring multiple equipment exchanges, reducing risk to the patient and facilitating
patient transfers. Additionally, equipment could be exchanged when maintenance is required.

A Medical maintenance is located at Roea®id some Role 2s. The biomedical equipment technician
(BMET) teams are very proactive in addressing routine maintenance within their areas of responsibility,
but if equipment needs to be sent oof theaterfor repair, there is generally no replacement available.
¢SFYa IINB GSNE NBfdOilyld G2 aSyR GKSANI dzyAdQa | &z
same item will not be returned.

A 16slice CT scanners are still in use in sevest Rlocationsand are adequate to meet the needs at low
volume locationshoweve, they are belowthe current standardor care Older CT scanners should be
replaced with a minimunof a64-slice scanner.

A The Impact 754 ventilator is still the primary ventilator in byeArmy MEDEVAC andI&2, despite
ongoing complaints about the unreliability of the aging ventilators. Air Force units have upgraded to the
Impact/Zoll 731 ventilator.

A Medical interiors for MEDEVAC aircraft are removed after arrival in theateamairrently considered a
waste of money All!l NY& a959+!/ dzyAda INBE 2LISNFYaGAy3I gAGK aa
that storage cabinets for medical supplies would be usefahast if notall are currently using hanging
dropdown bags.

A TheRole 3facility atkAF has a neurosurgewaro has not been able to operate onadit of 6
neurosurgicatases because they required spinal decompression and the equipment was not available
(there are other clinical factors that need to be considecdtbwever, he team should have the
necessary supplies). The equipment is on order but has not been received at this time. Ordering of
durable medical equipment is complicated by determining who is responsible for funding the equipment.

A While it has been proposed dihan MRI be added to the AOR in order to keep certain patients in theater
(knee, shoulder, other musculoskeletal injuries)ata on these types of cases needs to be analyzed.
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Many patients with musculoskeletadjuries do not get put into the DODTR.ohder to determine iMRI
capabilitywould be an appropriate endeavor (from a fiscal and manpower perspective), there would have
to be an analysis on the number of patients evacuated@arignmusculoskeletatomplaints who actually
returned to theater.

SPLITOPERATIONSOMPLICATINA.OGISTICAISUPPORT

Multiple units reported difficulty managing logistics when their team is split at different locations. A MEDEVAC
unit from $uth DakotaNational Guard was split into 6 locations but deployed with oty DODACsequired

for ordering supplies. The lack of derivative DODAACS led to major issues ordering Class VIl (medical supplies).
The unit was using expired medications and was unable to successfully order resupply because the DODAAC
associated wittthem was at another location with another part of the company.

COMMUNICATION

A Surgical teams and MEDEVAC units in many locations do not have a method to directly communicate with
each other when transporting patients. In many locations, the current psoice®Ives the aircraft
commander contacting the MEDEVAC operations center by radio, where the watch officer receives and
GeLsSa GKS YSaal3sS Ayd2 + aSOdaNB OKIFG agadasSy G2 o
eventually to one of the reeiving physicians. This process may require severahmestical personnel to
pass on a message regarding the medical status of the patient. This is contrary to how medical control is
provided in CONUS civilian facilities where ambulance personnel haet didio communication with
medical control and receiving hospitals.

A Communications pertaining to patient movement needs to be simplified. Systems utilized include
Microsoft Internet Relay Chat (mIRCJyansverse, andchat. The number of systems and the
communication through many nemedical personnel impedes accurate and timely communication.
 OO2NRAY3 (2 2yS {hC LKeaAOAlIYX aLFT &2dz2QNB GNEBAY:
A a2 Kt LILXE A& Y2NB NBfAIFIofES GKIFIYy Fye 20KSNJ O02YYdzyA Ol
WhatsApp was the primary form of communication between tloéeRR surgeons and thede 3 TMD. At

BDSC (@ 3 OIR), WhatsApp was used for all MASCAL andhpatigval information because the paging
system and local (Roshan) cell phones were not reliable

Q.AssVIII (MEDICALSUPPLIEB

A Multiple concerns were expressed about ordering and receiviags€llimedicalsupplies. A few of the
issues may be rated to knowledge gaps about the logistics process in CENTCOM.

A The Navy Ble 2 at QWest said that they usetthe Theater Enterpris&®Vide Logistics System (TEWLS) for
ordering supplies instead of tHeefense MedicadlogisticsStandard Support (DMLSS) Customer Assistance
Module (DCAM utilized at most other locations, and they also reported going through the Navy
Expeditionary Medical Support Command (NEMSCOM) for CL VIII instead of the theater logistic system.
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Role 1 and Rehospital supply systems. Role 2 and Role 3 supply systems
Q44 What system is being used to order class VIII? Q52 What system is being used to order class VIII?
Answered: 27 Skipped: 16 Answered: 20  Skipped: 2
100% 100%
80% 66.67% 80%
60% 60%
35.00% o
40% — 40% 25.00% 30.00%
20% 7.41% 0% 20% 10.00%
., — -
DMLS DCAM Excel/Email Other DMLS DCAM Excel/Email Other
A Eachdzy A @€\l ofders are canceled when they redeploy (DODAAC account is closed when they

redeploy). Often the new unit does not realize that the order wasceled. This has resulted in items
being on order for more than 1 year, such as Golden Hour containers and Hemacools for MEDEVAC units.

Several units expressed concern that substitutions foraftgtock TassVIll items are not always
acceptable and mabe substituted without approval.

Some units have implemented exception to policy letters to allow them to use expired medications
because theyave not receivedesupply.

TCCOVATERIELS

A

Junctional tourniquets are available in many locations, however there are still locations that do not have
junctional tourniquets available. Many medics are using (or planning to use) improvised junctional
tourniquets. Although the evidence for the lifaging benefit of junctional tourniquets is not as strong as
that for limb tourniquets, junctional tourniquets are a tool for external hemorrhage control that medics
should have access to, especially in combat theaters where the use of dismounted |Elesseamid.

78% of alprehospitaland Role Linits reported having junctional tourniquets (27 survey responses)

O 80% of them have the SAM® Junctional Tourniquet (SJT); 45% have the Junctional Emergency
CNBFGYSYd ¢22f OWI9C¢CCEuOT M(@ROCR)lad 28%irdp&t cargingo 4G wS |
improvised junctional tourniquets.

O«

Comments fronprehospitalRole 1 unitsn response to which junctional tourniquet they use

A GAAJTs availablé

A d&Most medics tend to lean more on improvised due to taking up space ibaf

A dWe use REBGA
75% of all Role 2 and Rol@8its had junctional tourniquets (20 survey responses)

73% of them hav&IT; 40% have JETTs; 13% have .CRoC
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A 8% ofprehospital/Role dunitsreport having adequate medical supplies required to perform TCCC.
(27/43 responses for this question)

A Several medics report they are unable to ordeal transmucosal fentanyl citrate (OTF&tanyl
lozenge¥through the MEDLOG system.

A Many Army units are carrying the Arrimdividual First Aid KitRAKIl. Some ung have substituted the
non-TCC&ndorsedTactical Mechanical TourniquéiMTi) for the Combat Application Tourniquet
(GA-T®)

A TheArmylFAKII does contain TC@@commended items such as eye shield and vented chest seal. The
container has an inner ption that slides out, presumably for easier access, howewedlics reportt is
prone to bursting apart.

A During direct interviews, no uniteported carryinghe Combat Wound Medication Padkowever the
online survey reached more ugitn theater anceightunitsreported theuse ofthe Combat Wound
Medication Pack

A Survey comments regarding ketamine:

O Also using dilaudid, tramadol, and versed to complement analgesia

O Ketamine on hand, nimdicationsfor use as of yet.

O Role 1 with no trauma capability

Does your unit have adequate medical supplies required to perform
all skills within TCCC guidelines?

Answered: 27  Skipped: 16

N.N%

Are you using TCCC guideline recommended pain medications for
pain management?

Answered: 25 Skipped: 18

12.00%
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Are you using TCCC guideline recommended Wound (Combat) Pill
Pack?

Answered: 25  Skipped: 18

100%
80% 68.00%
B0%
a0% 32.00%
0%
Yes Mo

Q52 Are you using TCCC guideline recommended Ketamine?

Answered: 25  Skipped: 18

Are you using TCCC guideline recommended Fentanyl lozenge?

Answered: 25  Skipped: 18

100%

80% 68.00%
0%
o 32.00%
B .
0%
Yes No
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BLooDPrRODUCTS

All MEDEVAC units in Gife carrying Letiter O whole blood (LTOWB).
Role 2UTFsin OIR have also receivedOWB.

The RIe 3 in OIR was the onburgicalunit without LTOWB.
MEDEVAC units in OFS were carrying red blood cells.

> > > > >

Cold plateletsare FDAapprovedfor 3 days of storage; in CENTCOM, cold platelets are approved for 10 days
currently and efforts are ongoing to extend the storage time.

>

Prescreening for WBB in theater is challenging:

O Delays occur secondary to getting the samplekandstuhl Regional Medical CenfeRMG for
analysis.

O The supfies (correct blood tubes) may not be readily available.

O Anti-A and B titers to identif TOWRIonors cannot currently be obtained in theater; however, the

Role 3 in OIR was undergoing lab verification in order to performitav testing.

A Many of the users of LTOWB are not documenting medical care prowdede not successfully
forwarding thedocumentation to JT.&linical data and tracking outcomes of LTOWB use is a priority, the
challenge is enforcing this priority with the small forward units that are the largest users of LTOWB.

A Ranger medics receive LTOWB every mission.

A Some SOF medics@FS are carrying blood component theramd blood cell§RBG) and plasmand do
not have a protocol ospecifictraining for how to transfuse the components.

A The medics stated their plan was to infuse the RBCs with 500 cc saline and then follovitthasma

A In OIR the decision regarding the distribution of limited blood prodisatsade under the guidance of the
TMD in communication with the CENTCOM Blood Program Dirdet@ry Role 2 and MEDEVAC team in
OIR had LTOWB; the Role 3 did not hav@WB.

A There are differences in prioritization within OIR and OFS in regard to blood pudiguritiution and also in
medics carring component therapy without a standard operating proced(8©F. Current research
supports use of whole blood as soon asgibke after injury. Additionally, minimally manned surgical
teams need to reduce task saturation and greatly benefit from whole blood use to simplify the process.
However, BSD personnel have decided to distribute a portion of the LTOW®B:t2sRo redue product
wastage.

A Austere surgical teams are supplied with plasma but do not have plasma thawers that are suitable for field
dza S @ alye aONBIFrGAGSE LIXlFayYl GKFgAy3d YSGK2Ra | NB
basin and warm water, onitoring water temp with a thermometer to maintain the temperature at 36
403 .

A GHOST teams in Afghanistamynot have access to any platelet source. They do not have the capability
to collect FWB while on missions and do abwayscarry anywhole bloodor platelets with them.

>\

Whole bloodshipped from the U.S. @ften only good for 311 days after arrivalo the user

A Transition to CPIA blood storage solution will increase the storage time from 21 days to 35 days.
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